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THE DIAGNOSIS AND PROGNOSIS OF MITRAL 
STENOSIS AND OF AORTIC STENOSIS. 

By DELANCEY ROCHESTER, 
Associate Professor of the Principles and Practice of Medicine, 

University of Buffalo, 
Buffalo. 

It is unfortunate that amoug physicians generally, so little atten- 
tion is paid to the differentiation of valvular lesions of the heart. It 
is not at all uncommon to hear the expression "there is mitral dis- 
ease" or even "there is an endocardial murmur, but I don't pretend 
to differentiate those sounds." A man who does not attempt to 
differentiate the murmers heard over the precordium has no right 
to be attempting to practice general medicine. The diagnosis of the 
different lesions is most important from the standpoint of both 
prognosis and treatment. 

I wish briefly to call attention to the symptoms and signs from 
which the diagnosis of mitral stenosis may be made and then to 
point out the morbid conditions present upon which our prognosis 
in a given case will depend. 

The diagnosis of mitral stenosis depends upon the history, the 
symptoms and the physical signs. In the first place it is probably al- 
ways inflammatory in origin, so that there is usually a history of one 
or more attacks of infectious disease with which endocarditis is 
associated, especially rheumatism, scarlet fever, or chorea. It oc- 
curs very much more frequently in the female sex — no satisfactory 
reason for this has, so far as I know, ever been given. 
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While there is no characteristic pulse of this lesion, like the 
water-hammer pulse of aortic regurgitation, or the pulse of aortic 
stenosis, still in no valvular lesion does there occur so early and 
persist so decidedly through its course a pulse of such decided 
irregularity as to volume and rhythm and even tension. 

In this, as in most valvular diseases of the heart, as long as 
myocardial hypertrophy is sufficient to completely compensate for 
valvular defect, subjective symptoms are not present; but in no val- 
vular disease of the heart do symptoms show themselves so early. 

The first symptoms are usually associated with the respiratory 
tract, viz., a shortness of breath upon exertion, running, going' up 
stairs or climbing a hill ; sometimes an hemoptysis. Contrary to the 
usually expressed opinion, pulmonary tuberculosis has been in my 
experience, a relatively frequent accompaniment of this form of 
valvutar disease of the heart, and the hemoptysis is sometimes due 
to a combination of the two lesions. Epigastric pulsation is usually 
present and is often very distressing. Physical examination at this 
time reveals the characteristic signs of the disease. Inspection and 
palpation reveal an irregularly acting heart — the irregularity with 
palpitation is especially noticeable after exertion and may entirely 
disappear during rest. Palpation also reveals the characteristic 
diastolic thrill of this disease, felt sometimes at the apex, hut usually 
a little above and to the right of the apex. This thrill is usually 
felt during the last half of diastole, ending in the systolic impulse. 
In this early stage of the disease, this thrill can usually be felt at 
all times and in all positions of the patient, but is often more distinct 
when the patient is in the upright position and leaning a little for- 
ward. 

Percussion at this stage reveals little if any enlargement of 
heart — in fact, in uncomplicated mitral stenosis it is seldom that 
enlargement of heart can be demonstrated at any stage though hy- 
pertrophy of right ventricle occurs and sometimes increases the area 
of cardiac dullness to the left. It is only in the last stage when 
right heart is failing and dilated, that we get evidence of increase 
of area to the right, indicating distension of right auricle. 

Auscultation shows that the first sound at the apex is relative- 
ly short, is h^h in pitch and snapping in quality and toUows im- 
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mediately the murmttr, which occurs during the latter half of dias- 
tole, is usually harsh and rumbling in quality and increases in intens- 
ity until it terminates in the peculiarly characteristic first sound. 
The first sound is usually heard of deeper tone and greater intensity 
over the right ventricle in the fifth and fourth interspaces to the 
left of sternum and sometimes in the epigastrium, due to the hyper- 
trophy of right ventricle. The presystolic murmur is usually heard 
only over a very limited area, a little above and to the right of the 
apex and is not transmitted in any direction excepting in kome cases, 
which are accompanied by mitral insufficiency, in which both mur- 
murs may be heard in the axilla and even behind just below the 
angle of the scapula. This is the exception, however, not the rule, 
even when mitral insufficiency is complicating. 

The diagnosis of this form of cardiac valvular deformity is 
most easy. The pr<^i;nosis is most serious. 

In discussing the prognosis we must consider briefly the nature 
of the lesion and its resulting effect upon the myocardium and the 
symptoms and physical signs indicative of the prc^ess of the dis- 
ease. 

So far as the valvular lesion itself is concerned, it usually has 
its origin in an inflammatory endocarditis of infectious nature and 
is characterized by an exudation causing adhesion of the leaflets of 
the valves to each other alcMig a portion of their free edges. Fol- 
lowing this there is the formation of new fibrous tissue and then, 
as in all such fcrmations, a persistent contraction of the newly 
formed tissue. There is thus brought about steadily prc^essive 
narrowii^ of the orifice, which continually calls for progressively 
compensating hypertrophy of left auricle and r^ht ventricle. There 
comes a time when the opening is too small for any hypertrophy 
to overcome and then the case terminates, if the end has not occurred 
before throuj^ error of mode of life or intercurrent disease. On 
account of the retention of blood in the left auricle and the more 
or less pronounced stirring up of the same by the current from the 
bypertrophied right ventricle, there is a great tendency to the depo- 
sition of fibrin upon its walls and even on the auricular side and 
edges of the valves. Not infrequently a little particle of this fibrin 
becmnes loosened and is swept off in the blood current On this 
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account cerebral embolism is more common in this form of valvular 
disease of heart than in any other. 

The other chief dangers are edema of lungs or paralysis of 
heart from over-distension of left auricle and right ventricle. 

Before either of these accidents occurs there are many warn- 
ings to which, if attention is paid, the end may be postponed. 

Congestion of lui^, with dyspnea and hemoptysis, venous con- 
gestion of liver, ascites, and sometimes general edema and occasion- 
ally hydrothorax occur. It is remarkable how relatively infrequent- 
ly hydrothorax occurs and how relatively frequently ascites Is the 
first evidence of dropsy aside from some edema of base of lungs. 
In cases of mitral stenosis which have lasted any length of time, 
there is present always more or less cyanosis. As the disease pro- 
gresses and the right heart becomes distended the auriculo-ventricu- 
lar orifice becomes stretched or the musculi papillares to which the 
chordae tendineae are attached becomes weakened and we have a 
tricuspid insufficiency. From this results the congested liver and 
distended portal circulation and early ascites. In some cases, we get 
a pulsatit^ liver, and not infrequently the systolic murmur of tri- 
cuspid regurgitation is heard over the liver as well as in the usual 
area. 

The physical signs, which indicate these changes are as follows : 

Upon inspection we note the epigastric pulsation. . Upon palpa- 
tion we find that the pulsation in the epigastrium and especially 
in the precordium just to the left of the ensiform cartilage is pow- 
erful, while at the apex it is less strong. We still note the presystolic 
thrill. Upon percussion we note the increase in area of dulness, 
chiefly to the left but not much below the normal level. Upon 
ausculation, besides the presystolic murmur we note the relative 
weakness of both the first and second sounds at the apex, the greater 
intensity of the first sound just to the left of the left sternal line 
and occasionally over the lower portion of the sternum, and the 
marked accentuation of the pulmonic second sound at the base as 
compared to the aortic. 

In this stage we have entered upon the dat^r period in mitral 
stenosis. A little carelessness in mode of life, a pronounced chilling 
of the surface of the body, an overloading of the stomach, the 
occorrence of constipation and straining at stool, an attempt to lift 
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a weight or ran for a car or hurry up stairs, a sudden or severe 
mental or emotional shock, whether of pleasure or pain, might any 
of them produce so severe a strain ^pon the heart that, if the result 
were not immediately fatal, the effect upon the myocardium would 
be so bad that weeks or months might be requked to restore any- 
thing like the equilibrium which previously existed. 

As we approach the last stage in which the right ventricular 
hypertrophy fails to compensate, we have an increase in the serious 
symptoms and pronounced changes in the physical signs. Cardiac 
palpitation and precordial distress, alternating constipation and 
diarrhea, anorexia, cough with bloody or blood-stained expectora- 
tion, enlargement of liver, ascites, diminution of urine high in color, 
strongly acid, containing a large amount of indican and usually 
some albumen and casts are among these symptoms. The pulse of 
mitral stenosis is generally small and of moderately high tension. 
In this stage it is generally markedly irregular both as to the time, 
size, and tension of the beats, the tension usually being decidedly 
low. 

The physical signs of this stage are, upon inspection, a tendency 
to cyanosis or bluish pallor, and an irregular pulsation in the pre- 
cordium and epigastrium; upon palpation the thrill is just as apt 
to be felt early in diastole as in presystole ; sometimes it is possible 
to distinguish two distinct thrills. With the advancing failure the 
presystolic thrill usually disappears. The cardiac impulse is marked- 
ly uneven — an occasional pronounced impulse and several weak and 
inegular ones. Percussion shows increase in the area of cardiac 
dulness usually in all directions, but never so great as<in aortic 
insuffideiicy. Auscultation shows weakness of the first sound and 
the systolic murmur of the tricuspid leak, the early diastolic murmur 
and the disappearing presystolic, and accentuation of the pulmoaaxy 
second sound. Sometimes the tricuspid murmur can be heard over 
the liver, which is always increased in size in this stage of the dis- 
ease. Rarely the liver may be felt to pulsate. When the disease 
reaches this stage permanent improvement is oui: of the question, 
and a restoration to a state of moderate comfort with a very quiet 
life is the best that can be expected. A patient in this condition with 
puh^tmg veins,' enlarged liver, cyanosis, djrspnpa and dropsies of 
varioMS Unds <^ sometimes be relieved of - this serious State in 
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which the left auricle and right heart are distended, by the prott^t 
opening of a vein and the withdrawal of 200 to 400 c. c. of blood. 
This withdrawal gives of course only a temporary relief and cannot 
be repeated too often, but I am sure it has occasionally saved a life 
and started the patient on several months of comfort. 

Cases of mitral stenosis, after symptoms develop, rarely live 
longer than five or ten years. The chief reason for this is that it is 
almost impossible to so thoroughly impress them with the serious 
nature of their trouble as to secure their complete co-operation in 
the management of their own cases. Exceptions to this do occur. 
I have at present under my care a woman of sixty years of age 
who, to my positive knowledge, has had mitral stenosis for at least 
eighteen years. She is, however, an unusually intelligent person 
who is willing to follow directions explicitly for as long a period as 
necessary. Rarely, however, do cases of mitral stenosis reach the 
fiftieth year. Taken all in all, mitral stenosis is probably the most 
serious valvular defect of the left side of the heart. 

The diaffnosis of aortic stenosis is not nearly as easy as that 
of mitral stenosis. Cases of true aortic stenosis are probably the 
least common of the several valvular lesions of the left side of the 
heart, though a systolic murmur heard in the aortic area and in the 
vessels of the neck is almost as common as that of mitral regur^ta- 
tton. 

Aortic stenosis may be of inflammatory origin, due, as in the 
case of mitral stenosis, to exudation upon and adherence to each 
other of the free edges of the leaflets of the valve, or may be due 
to degeneration with deposition of calcareous material in the leaflets 
thus causing them to become stiff and to project into the lumen of 
Ae orifice, narrowing its calibre. It is apt to occur later in life than 
mitral stenosis and occurs a little more frequently in men than in 
women. Statistics, however, in this disease, unless verified by 
autopsy, are not thoroughly reliable, because so many cases are 
reported, the diagnosis of which was made merely on the murmur. 

As a result of this lesion, the left ventricle hypertrophies and 
the hypertrophy, at first, is usually confined to the left ventricle. 
As long as that hypertrophy is sufficient the patient rarely com- 
plains of symptoms. Sometimes, however, even in this stage, he 
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complains of the painful heave of his heart and of hearii^ the 
murmur himself. 

The pulse of aortic stenosis is characteristic, being small and 
infrequent, rising slowly, maintaining an eminence with little if any 
suggestion of the dicrotic wave and falling slowly, the vessel re- 
maining fuller than usual through the diastole. The physical signs 
are those indicating the hypertrophy of heart by inspection palpation 
and percussion, this hypertrophy never reaching the enormous size 
produced by aortic insufficiency. Upon ausculation, the first sound 
is heard loud and deep toned and long at the apex ; the second sound 
at this point being relatively weak. The interval between first and 
second sound is somewhat shortened, due to the encroachment of 
the prolonged first sound. At the base, over the aortic area, is heard 
a systolic murmur accompanying, but rarely taking the place of the 
first sound. This murmur is transmitted to and heard over the 
carotids and subclavian vessels, and sometimes over arteries further 
off, even the femorals. The second sound at the aortic area is 
usually short and not very intense. Sometimes, however, it is 
heard with considerable intensity at the junction of the ri^t clavicle 
and the manubrium. The second sound in the pulmonic area is 
usually louder, longer and deeper-toned than in the aortic area. We 
are justified in making the diagnosis of aortic stenosis only when 
in addition to the murmur we have the hypertrophy of left ventricle 
and other signs mentioned and the characteristic pulse. 

Aortic stenosis, once established, has a tendency slowly but 
steadily to increase, so that in order to compensate for it, there must 
be an increasing hypertrophy of the left ventricle. So long as this 
hypertrophy keeps pace with the stenosis and fully compensates for 
it, there will be no subjective symptoms. There comes a time, how- 
ever, when, either through physical or mental strain, intercurrent 
disease or advancing years, the nutrition of the myocardium is 
diminished and the compensation fails, the ventricle is no longer 
able to empty itself completely, there is not room for all the blood 
from the auricle, the ventricle dilates, the mitral orifice is stretched, 
a leak occurs, pulmonary congestion and edema result, and if the 
patient lasts long enough, right heart failure endues and general 
drc^y follows in tts train. 
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Sometimes the aortic stenosis is so marked that the contraction 
of the powerfully hypertrophied left ventricle pots such a strain on 
the leaflets of the mitral valve and upon their chords tendineae that 
they yield before the pressure and mitral insufficiency occurs. 
Thus we see that in either case the development of mitral insuffi- 
ciency in a case of aortic stenosis is a matter of bad pr<^nostic im- 
port. Sudden death in cases of aortic stenosis is rare unless the 
disease has associated with it angina pectoris and arteriosclerosis. 
Nevertheless, few subjects of aortic stenosis live to be sixty years 
of age, most of them dying under forty-five years. 

The symptoms and signs which may be considered as indicating 
failing compensation in these cases are briefly as follows: Head- 
ache, dizziness, insomnia, a tendency to shortness of breath on exer- 
tion, accompanied by precordial distress and sometimes by true 
angina pectoris ; a loss in tension of the pulse ; weakening or dis- 
appearance of the aortic element of the second sound ; weakening of 
the first sound at the apex ; and the development of a mitral systolic 
murmur. Following this, the right ventricular failure and all the 
resulting venous obstructive dropsies, etc., are likely to develop. 

When such failure is distinctly due to some overexertion or 
other definite single cause which may be avoided, the previous state 
of health may sometimes be re-established by prolonged rest in bed, 
a carefully selected diet, and the very gradual resumption of exer- 
cise. Under these circumstances, digitalis, strophanthus, or cactus, 
either alone or combined with nux vomica or belladonna, will be of 
decided value. 

When, however, these symptoms have developed gradually and 
insidiously and cannot be traced to any single cause, it means that 
the resisting power of the individual and his capacity to develop 
myocardial strength have reached their limit, and little can be done 
to improve materially the patient's condition or postpone the end. 
On this account it is of utmost importance that when we have a 
patient with aortic stenosis under our care we should see to it that 
his general health is kept up to normal, that his excretions are well 
carried on, and that his blood does not fall below par. 

When with either of the aortic lesions, there is associated ar- 
teriosclerosis, or chronic nephritis, as occurs very frequently, the 
outlook is so much the worse. In many cases the arteriosclerosis 
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is especially advanced in the aorta and the osronary arteries. Under 
such circumstances, angina pectoris is commonly present and makes 
the prognosis more serious. The combination of aortic stenosis and 
aortic insufficiency is not very common, though the occurrence of a 
double murmur at the aortic orifice is not at all infrequent. It usu- 
ally means an aortic insufficiency and a roughened valve. Never- 
theless, the combination does sometimes occur, and occasionally the 
supervention of a stenosis upon a previously-existing insufficiency 
has had a conservative effect when there has been sufficient reserve 
power in the individual to develop a compensating hypertrophy, 
the constriction of the orifice tending to lessen the amount of re- 
gurgitation during diastole and so to diminish the tendency to dilate. 
Usually, however, the double lesion merely puts together the evil 
effects of both and hastens the inevitable end. Taken all in all 
aortic stenosis is not far behind mitral stenosis in seriousness and 
by some competent observer it is considered the more. serious of the 
two. 



THE RELATIVE IMPORTANCE OF SYMPTOMATIC AND 
PHYSIOLOGICAL DIAGNOSIS IN NEUROLOGY. 

By L. HARRISON METTLER, 

Associate Professor of Neurology in the Medical Department of tue State 

University of Illinois; Professor of Nervous and Mental Diseases in the 

Illinois Post-Graduate Medical School; Neurologist of the Chicago Hospital, 

Norwegian Lutheran Deaconess' Home and Hospital, etc., 

Chicago. 

"Though there be but one world to sense, 
there are two to reason, the one visible, the 
other invisible.— 5ir Thomas Browne. 

It is a true and a trite saying that mankind is prone to take 
appearances for realities. The outward show of things, thouj^ per- 
ceived by and through our imperfect and unreliable organs of sense, 
is almost universally identified with truth and fact The likelihood 
of error in the sensory interpretation of phenomena rarely enters 
the thought of, the average untrained mind of man. Hence, we 
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note on every hand that most childish of all spectacles, the self- 
styled practical man proudly insisting that he knows what he sees 
and touches because he has implicit faith in his power of sight and 
touch. He knows that the setting sun is red because his eyes be- 
hold its red disc. He knows that there are supernatural beings 
because he has heard them in his dreams. One of these men told 
me he knew there was no such thing as neurasthenia because no- 
body had discovered its pathology. Another informed me that 
hysteria was nothing but devilishness in the woman, his knowledge 
being based on the fact that so-called hysterical women always act 
most devilishly. The brilliancy of the knowledge of this class of 
men is amusingly satirized by Emerson in his essay upon Montaigne. 
The one great thing that these men do not know — and therein they 
are so childlike — is that they are the slaves of their own senses 
which, as every ^ro in psychology is aware of, are given to the 
most varied and bizarre modes of activity. Uncorrected observation 
affords very little knowledge that is of real value. To identify the 
results of mere uncorrected observation with truth and fact is not 
only unscientific, it is positively infantile and inane. 

Behind every natural phenomenon on the one hand and behind 
the activity of the senses on the other are forces and processes at 
work which, if properly comprehended, make for a knowledge of 
truth and fact. Behind natural phenomena hide law and pcinciple ; 
behind sensorial manifestations sit judgment and reason. Until the 
former are uncovered by the long, painstaking labors of the latter, 
there is no real knowledge evolved that is of any great value. What 
the world usually calls a fact, namely, that which is perceived by the 
senses, is most often not a fact at all. Indeed, often it is not to be 
trusted even as a genuine appearance, until it is further explained by 
the trained reason of man as the appearance of something that is 
a fact and a truth. History continually testifies to this. It is this 
that renders so important the personal equation in astronomical cal- 
culations and the control in laboratory experimentation. The fall- 
ing of the apple is the important fact in the eyes of the world ; the 
explanation of the fall, with the enunciation of the law of gravita- 
tion, by Newton is, however, the only fact that is of real universal 
value. Of what value is our perception of the lines, or so-called 
canals, on the face of the planet Mars, since nobody knows the why 
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and wherefore of their existence? The moon, as a fact observed by 
the infant, differs from the same fact observed by the astronomer 
only in so far as the latter knows its ori^, constitution and course. 
It was a fact once in the belief of so high an authority as the church 
that Qie sun revolved around the earth ; and Galileo was threatened 
with excommunication for affirming that the earth revolved around 
the sun. Many illustrations might be given to prove that mere 
observation is by itself not only wanting in real scientific value, but 
is dangerously apt to mislead and afford erroneous informatioD. 
Never should the results of isolated observation be unqualifiedly 
accepted as facts in the true sense of the word ; they are mere ap- 
pearances, outward signs, sensory reactions. They are always to be 
r^arded with a high degree of scepticism and to be corrected from 
the It^cal deductions of the comparing or reasoning facul^. All 
this may seem very commonplace to repeat, but, it is so constantly 
fof^tten in the practice of medidne that a restatement of it from 
time to time is absolutely called for. In general medicine, and es- 
pecially in the practice of neurology, appearances are ever being 
taken for actualities. I am satisfied that we must attribute much 
of the difficulty which many find in the study of nervous diseases 
and the erroneous diagnoses thus made in neurology with the con- 
sequent result of an unsatisfactory treatment, to the taking of the 
mere symptoms for the actual disease, the identification of the 
shadow with the substance. 

By the term symptomatic diagnosis I mean the diagnosis made 
from the symptoms alone; by physiolc^cal diagnosis I mean the 
diagnosis obtained from a rational, physiological explanation of the 
why and wherefore of each individual and particular symptom. The 
present lively discussion in regard to aphasia illustrates the dis- 
tinction admirably. Hitherto we have been accepting appearances 
both clinical and pathological, with too slavish a belief that they 
represented actualities. Certain cortical areas have been too nar- 
rowly regarded as the sources of the various forms of speech. Not un- 
til Marie and others had begun to analyze language on broad psycho- 
physiolo^cal lines did the medical world bestir itself to question 
its time-honored notions as to the nature and origin of aphasia. We 
will probably soon be going through the same sort of a revolution 
in regard to our ideas anent the sensory dissociations observed in 
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syringomyelia, as I indicated in my paper before the late meeting 
of the American Medical Association. The structural patholc^ts 
have been too dogmatic and have somewhat misled us. They have 
encouraged us to identify mere postmortem appearances with phy- 
aiopathological processes. 

Symptomatic diagnosis is the naming of a disease from a mere 
assemblage of observable phenomena, whether the observations be 
made before or after death; physiological diagnosis is the deter- 
^lination of the nature of the disease process by a scientific, patho- 
physiological explanation of its objective manifestations. It requires 
no special skill to assert that a patient has a paralysis, a St. Vitus' 
dance, a neuralgia, an epileptic fit. Many symptomatic diagnoses 
are latinized names only to cover our ignorance and laziness. The 
average diagnosis of headache, for instance, is a symptomatic 
diagnosis. Too often the patient himself makes as good a diagnosis 
as the doctor does. The physiological diagnosis of headache ac- 
counts for its appearance by a careful physiological analysis of it 
and of the nature of the whole underlying disease. It makes a 
scientific physiolt^cal analysis and synthesis of the head-pain with 
a correlation of it with all that accompanies it. To illustrate more 
explicitiy: Suppose two patients were to appear and announce that 
they had attacks of severe headache. The indifferent physician ac- 
cepts the patients' diagnosis, perhaps learnedly translates the term 
h^acbe into cephalalgia, and orders one of the many highly- 
vaunted headache "cures." That is symptomatic diagnosis and 
symptomatic treatment. It is followed, of course, by the usual tem- 
porary and discouraging results. On the other hand the honest, 
.intelligent, scientific physician analyzes minutely the headaches. The 
one, he learns, is associated with certain, well-defined general 
neurasthenic manifestations such as sluggish alimentary activity, 
general malnutrition, nervous depression, and occurs after periods 
of special stress like the using of the eyes toward the end of the 
day. In this way the diagnosis reached is not that of headache but 
of an underlying general nervous inadequacy, of which the 
cephalalgia is but one symptom. Instead of a headache "cure," the 
treatment, when properly arranged, resolves itself into a prolonged 
course of physical reconstruction; and, if accepted, is sure to be 
followed by a real and permanent cure. The other patient's head- 
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ache the same careful physician observes is like what the victim's 
father, perhaps, suflEered from. It comes on more or less periodic- , 
ally, is preceded by indistinct premonition, rises to a climax in a few 
hours, rapidly dies away after a sudden fit of vomiting, and leaves 
the sufferer exhausted for a few days thereafter. This headache 
resembles an epileptiform seizure and is therefore a migraine. Lake 
epilepsy itself, it represents an inherited state of constitution which 
may be provoked into distressing activity by any one of a dozen or 
more peripheral irritations. It calls, therefore, for a most minute 
examination of all the tissues and functions of the body and of the 
patient's entire mode of living. When the disturbing element is 
found, this, and not the mere symptom headache, will famish the 
point of attack. In most cases the result will be a marked ameliora- 
tion, ' absolute cure being out of the question by reason of the un- 
derlying neurophathic taint. 

Primitive medicine is always symptomatic. The external mani- 
festations being the Erst and most obvious, we have to make the 
best of them when knowledge is wanting as to the nature of the 
disease. Before Virchow's day all maladies were practically noth- 
ing but groups of symptoms. Bona fide homeopathy and lay medi- 
cine is symptomatic medicine. In regular |M-actice there is still much 
— ^too much in fact — symptomatic diagnosis and treatment. The 
whole class of neuralgias, for instance, are handled as a rule solely 
from the symptomatic point of view. The same may be said of 
the coughs, the diarrhoeas, the paralyses, the psychoses. This is true 
even in connection with many of the best known affections. To 
many practitioners typhoid fever, diphtheria, tabes dorsalis are noth- 
ing but particular groups of symptoms. An analysis of the indi- 
vidual symptoms and their differentiation for the purposes of 
correlation are rarely undertaken. 

Psychiatry is unfortunately still largely a collection of symp- 
tom-groups. This is because psychology itself has yet much to learn 
and because alienists are too often little acquainted with what mod- 
em psychology has discovered. Psychiatry, however, is not so whol- 
ly and absolutely symptomatic as one would infer from the way it 
is practiced throughout the general profession. Here mania and 
melancholia are made to cover nearly all mental manifestations of 
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an abnormal character. A dose and scientific psycholopcal analysis 
of the patient's vagaries is a thing almost unheard of. 

Not only are psychiatry and clinical neurology thus disastrously 
dwninated by symptomatic diagnosis and treatment, but even general 
pathology, it be^ns to appear, is more or less under the thrall of 
mere outward appearances. Until quite recently we have been identi- 
fying the structural changes observed post-mortem and under the 
microscope with the diseases themselves. We have been mistaking 
the debris for the explosion, the ashes for the conflagration, the 
wreckage for the storm. Pneumonia, for example, has been sup- 
posed heretofore to be the result of certain observable changes in 
the lung tissue ; typhoid fever of alterations of a particular character 
in Peyer's patches; tabes dorsalis of a unique sclerosis of the pos- 
terior spinal columns; general paresis of a specific form of meningo- 
encephalittc inflammation. Now the idea is growing that these tis- 
sue changes are themselves nothing but gross symptomatic appear- 
ances, bye-products as it were, of the disease just as the fever, the 
cough, the diarrhoea, the incoordination are. The disease pneu- 
monia is to-day recognized as a general specific infective process 
even as typhoid fever is. Tabes and general paralysis are but late 
degenerative remains of a profound metabolic disturbance, involving 
this or that part of a neuropathic organism that has been stricken 
with a serious form of infection. 

Diseases are not appearances merely ; they are forces at work. 
They are not even the mere end products of these deleterious forces. 
It behooves us, therefore, if we sincerely desire an intelligent con- 
ception of any particular disease in a given patient, to discover these 
toTces, these energies, and to combat them. Pathological findings 
are always interestit^ and su^estive; they represent one of the 
first steps toward the proper conception of the disease. They are 
symptomatic even as the anesthesias, and paralyses are, the only 
difference being that they are detectable after death while the latter 
may be observed before death. To slavishly follow a post hoc 
propter hoc mode of reasoning and to identify a disease with a mere 
post-mortem manifestation is quite as bad as to identify it with its 
ante-mortem sensory and motor manifestations. As Sherrington 
has ^tly said (The Integrative Action of the Nervous System, Ckas. 
S. Sherrington, 1906, p. I.), "with the progress of natural knowl- 
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edge, biology has passed beyond the confines of the study of merely 
visible fonn and is turning more and more to the subtler and deeper 
sciences that are branches of energetics." Elsewhere I have dis- 
cussed in detail neurological physiopathology, (Clmicat Phystopa- 
thology: The Need of a New Classification of Diseases of the Ner- 
vous System, Journal of the American Medical Association, 
Feb. 23, 1907) as contradistinguished from mere structural 
pathology. I refer to it again liere solely to point out that a clinical, 
as well as 3 pathological, diagnosis in neurology is at the present 
day wholly inadequate when it is based upon and confined to the 
symptoms only, the mere outward visible presentations. The an- 
alysis of the symptoms and the physiopathological explanation of 
the underlying morbid processes are not only quite possible to a 
high degree at present, but they are absolutely demanded in the 
practice of modern scientific medicine. Under the influence and ful- 
ler appreciation of this fact, better diagnoses will be made in 
neurology, better treatment instituted, and better results obtained. 
One of the net results — and not the least fortunate one by any 
means — of this will be the cessation of the persistent and monoton- 
ously wearisome wail, bom of ignorance and unpn^essiveness, that 
neurology is a hopeless branch of medicine wherein diagnosis is 
principally guess work and treatment is generally labor lost. 

I would that space allowed me to illustrate, according to the 
newer modes of thinking, the distinction between symptomatic and 
physiological diagnosis. I will refer only to two common diagnoses 
involving differentiation. The one is selected from among the 
neuroses, the other from the so-called organic diseases. No malady 
is more often confounded with another than is hysteria with nem'as- 
thenia; none is more often mistaken for another than is multiple 
neuritis for tabes dorsalis. The error is always due, according to 
my observation, to the employment of the symptomatic rather than 
the physiological method in making the diagnosis. 

Hysteria and neurasthenia are separate and distinct clinical en- 
tities. (Hysteria and neurasthenia: Their Nature and Treatment 
Contrasted. L. H. Mettler, Illinois Medical Journal, December, 
1907). Each has its own symptom group. Up to a certain point 
the symptom group will identify sufficiently well the respective dis- 
ease. If the symptom groupings, and the symptoms themselves, are 
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very typical, well-defined, and amply abundant, a symptomatic diag- 
nosis may be made with some assurance that it is correct. Such 
typical cases of hysteria and neurasthenia, however, are few and 
far between. The vast majority of cases seen in general practice 
portray signs that are not uncommon in both affections. This at 
once brings in confusion and to rest the diagnosis in such cases upon 
the symptomatic manifestations alone must inevitably lead to error, 
unless, perchance, a happy guess is made. The analysis of the in- 
dividual symptoms, upon some physiopatholt^cal basis, is the only 
safe mode of reaching anything approximating a correct and scienti- 
fic diagnosis. 

Let me illustrate. Headache, aboulia, vertigo, insomnia, cardiac 
disturbance, tremor, are some of the phenomena commonly noted 
in connection with hysteria and neurasthenia. They belong to the 
hysteroid and neurasthenoid states. When no typical signs of either 
hysteria err neurasthenia are present simultaneously with these mu- 
tual signs to assist in identifying the disease, a satisfactory diagnosis 
cannot be made from them alcHie. Let us once bepn to analyze 
them, however, from the physiopathological standpoint of hysteria 
being a purely functional trouble, a psychosis, and of neurasthenia 
being a neuronic metabolic inadequacy, we will see, as with physical 
eyes almost, the whole underlying process of which the patient is 
the victim. In hysteria, for example, the headache portrays its 
psychic origin and nature in its location, onset, and severity. In 
neurasthenia the cephalalgia is not so much of a head-pain as it is 
a tired feeling in the head, a cranial paresthesia, more or less 
generalized over the entire skull-cap. So-called hysterical aboulia 
is not an aboulia at all ; it is the outward manifestation rather of a 
psychic distraction. Tbe patient fails to do certain things because 
her mind is absorbed with irrelevant and unrelated things. Neuras- 
thenic aboulia on the other hand, is a real, though a partial, aboulia. 
The mental processes lying behind the neurasthenic's volition are 
sluggish from mere cellular or neuronic functional inefficiency. 
Hysterical votigo may easily be seen to follow psychic lines ; and it 
is always associated with psychic vagaries of a distinct sort. Neu- 
rasthenic vertigo occurs upon sudden or unusual physiological ac- 
tivity such as abrupt rising from the horizontal attitude, gastric irri- 
tation, or rapid movement before the eyes. Hysterical insomnia is. 
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as a rule, intensely psychic and purposive; it is a real insomnia, 
amounting at times almost to a vig^. It is the expression of ex- 
cessive and abnormal mental activity. The mind is aroused, ab- 
stracted, or otherwise so exercised that sleep can find no lodgement 
in it. Neurasthenic insomnia is not so much insomnia as it is an 
irritable somnolency. It resembles cat-naps. The functional inade- 
quacy of the nervous elements is such that the latter fail to undei^ 
their normal alternation of physiological activi^ and rest. A little 
ingenuity on the part of the medical examiner, coupled with a 
modicum of horse-sense, will easily demonstrate the psychic origin 
of the cardiac disturbances and tremors in hysteria as contradis- 
tinguished from the physiological inadequacy of the neurones in ac- 
counting for the same in neurasthenia. 

Now let us compare, in the same way, multiple neuritis and 
tabes dorsalis. Between these two affections there are likewise many 
symptcuns in common, such as the pams, the hypo-esthesias, the lost 
reflexes, the incoordination. If these manifestations only are pres- 
ent one cannot make a satisfactory differential diagnosis. And yet 
how imperative a correct diagnosis is here in view of the diametric- 
ally opposite probnoses. Pains, lost reflexes, incoordination, Argyll- 
Robertson pupils, the anesthesias, analgesias, paralyses, and muscular 
atrophies do not constitute disease in any sense of the word. They 
are mere signposts indicating from different angles certain facts, 
that is all. The analysis of them from the physiopathological point 
of view and the consequent revelation, as it were, of the underlying 
pathological processes is what establishes the correct diagnosis. For 
example, be it remembered that tabes is a degenerative process in the 
great sensory apparatus, special as well as general ; multiple neuritis 
is a degenerative-inflammatory trouble of the nenie endings. In. 
tabes all forms of sensation may be, and sooner or later are, in- 
volved. In polyneuritis sensory disturbances are limited, with very 
few exceptions, to the peripheral cutaneous system of nerves. In 
the latter disease they are more definite and sharply localized than 
they are in the former. The motor elements are involved in poly- 
neuritis, causing a true motor paralysis and muscular atrophy. Ab- 
solutely no true motor or efferent manifestations occur in tabes. 

Illustration after illustration mi^t thus be made to show the 
great superiority — indeed the positive necessity — of employing to- 
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day the physiolc^cal method of diagnosis instead of the merely 
symptomatic. I may, for want of further space, sum up the whole 
matter by saying that the symptomatic method, so commonly em- 
ployed and based upon the mere observation and grouping of synqK 
toms, is primitive, unscientific, and dangerous. To give value to the 
symptoms as the indicators of a given disease, they must, each and 
en masse, be minutely analyzed and be fully accounted for upon 
modem physiopathological and psycho-physiological grounds. Pres- 
ent day knowledge of btol<:^, physiology, and psychology is sur- 
prisingly adequate for this purpose. A complete and exhaustive 
acquaintance with the modern physiological conception of the ner- 
vous system is a sine qua non for the intelligent and rational diag- 
nosis to-day of the diseases of the nervous system. More study of 
the works of physiology and physiological psychology — I was almost 
betrayed into saying less study .of the works of mere clinical neur- 
ology — is what is needed in the profession to-day, if neurology, one 
of the most fascinatit^ and highly practical branches of medicine, 
second only to ophthalmolc^ for scientific clearness and deductive 
accuracy, is.to be relieved of the imputation of being a confused and 
hopeless art. 



V SOME OBSERVATIONS ON GROCCO'S SIGN IN 
PLEURISY WITH EFFUSION. 

By THOMAS F. REILLY, 

Profesfor of Applied Therapeutics, Fordbam University; 

Physician, Philanthropin Hospital. 

New York. 

The dii^osis of Pleurisy with effusion is in most cases a com- 
paratively simple matter. This is especially so when the fluid fills 
one-fifth or more of the pleural cavity, but when it is much less 
than this, physical examination does not often permit us to make 
a diagnosis with certainty, although its presence may be conjectured 
from other symptoms and problematical signs. In hospital practice 
it is a comparatively 'simple matter to plunge a needle in one or 
more pUces in the chest wall and to pump for fluid, but in private 
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practice this is not so keenly appreciated by the patient. Certainly 
there are a few private patients that enjoy 4 or 5 punctures with- 
out result and the attendant must be brave who will persist in the 
procedure after repeated trials although he may feel reasonabty 
sure, that fluid is contained in the pleural cavity. Anything that 
helps to solve this difficult problem is appreciated by all of us. 
About five years ago Grocco of Florence described a hitherto un- 
described sign occurring in effusions in the pleural cavity. Since 
then his findings have been corroborated l^ Ewart in England 
and Thayer in this country as well as by a host of Italian ob- 
servers. Believing that the rank and file of the profession have not 
thus far thoroughly appreciated the value of this sign is my sole 
excuse for this article. Grocco found in cases of pleural effusion 
that a triangular area of dulnesi could be made out on the sound 
side. 

The vertical side of this triangle is represented by the line of 
the apophysis of the vertebrae, the apex reaching a point some- 
what above the level of the flatness of the effusion. The base is 
formed by the lower border of pulmonary resonance on the healthy 
side for a distance for from 2 to 10 cm. from the spine. 

The hypothenuse is a line connecting these two points. Al- 
though the well-known curve of flatness of a pleural effusion is that 
of a dome with its highest point in the scapular line posteriorly, 
falling away in either direction toward the spinal and axillary 
mai^ns yet the height of Grocco's triangle is always that of the 
height of the dome at its highest point or often even a little higher. 

These facts can easily be determined by percussing from above 
downward along lines parallel to the spine and from without in- 
ward along lines parallel to the lower limit of pulmonary res- 
onance. This triangle is larger on the left side in the case of right 
side effusions. Vocal fremitus is absent over this area. 
Respiration is distant and tubular in character over this area just 
as on the affected side. Sometimes just outside of the lower part 
of the hypothenuse a few moist rales may be heard, due to 
compression of the lung. This sign is best elicited with the patient 
in the sitting posture or while lying on the sound side. The most 
striking characteristic of this phenomenon is the variability of the 
triangle with change of posture, that is, it diminishes or disap- 
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pears when the patient lies on the affected side. This alteration 
on change of posture is not so marked with large effusions as with 
small effusions. 

The causation of this phenomenon has excited much discus- 
sion. Normally percussion of the vertebral column gives a clear note 
because of the contiguity of the pulmonary parenchyma. This 
note becomes flat at the lower border of the lungs. In pleural ef- 
fusion, however, the fluid not only takes the place of lung, but 
extends also anteriorly over the bodies of the vertebrae. In ad- 
dition there is a displacement of the mediastinal structures with 
some slight compression of the lung on the unaffected side. 

The presence of the fluid over the vertebrae inhibits their 
capacity for sonorous vibrations and in musical terms acts as a 
mute. As Ewart graphically states the dulled spine casts its shadow 
into the resonant chest, and its shadow grows downward in propor- 
tion to the increasing surface of its contact with the dull fluid 
which takes the place of dry resonant lungs. 

The anatomical conformation of the vertebrae is also a factor 
in causing the dullness to be more marked below. The costo vertebral 
recess within the thorax, is deeper below, and gradually becomes 
more shallow and less capacious as it ascends, as a consequence 
there is more of the sonorous vibrations below. 

Badull and Licculain have been able to trace a slight shifting 
of the long axis of the aorta under stress of large accumulations, 
and they warn us of the danger the vessel might run if a left 
Grocco triangle were to be aspirated near the spine by mistake. 

Aside from its value in differentiating a pleurisy from an 
unresolved pneumonia, I have found it of signal service in the 
diagnosis of a purulent effusion. In four such cases the lower base 
line extended from 12 to 14 cm. to the opposite side of the spine, 
yet withall the effusion was not very large. It is my firm belief 
that the increased weight of the effusion was the cause of the 
large size of the triangle in these cases. Since my attention has 
been directed to the condition I have never found a simple effusion 
that extended more than ro cm. Of course, one that would prac- 
tically fill the entire chest might do so, but I believe that, given a 
small effusion with a relatively large triangle, we are almost cer- 
tainly dealing with a purulent effusion. 
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A CONTRIBUTION TO THE DIAGNOSIS OF PLEURITIS..' 

By MARCELL HARTWIG, ; ' 

Qinsulting Surgeon, General, Sisters and Erie County Hospitals; 
Surgeon, German Hospital, 
Buffalo, N. Y. 

It is an undeniable fact that exudative pleiiritis is frequently 
unrecc^nlzed in its early stages, even by experienced physicians. 
There seems to be a reason for this, namely, the text book doctrine 
according to which the hquid interposed between chest wall and 
pleura, being a poor sound conductor, must of necessity reduce 
the intensity of the respiratory noises. This is, however, not the 
case. 

Whenever there exists an agglutination of the pulmonic and 
costal pleura to some degree the opposite really takes place ; sound 
conduction becomes enhanced and tubular breathing may be heard 
over the pleuritic area. The tension or rather compression of the 
liquid exudate makes it act like a solid body with the result that 
the respiratory sounds are louder over the affected area than else* 
where. The aspirator should be employed when there is a possible 
pulmonic infiltration coexistii^ with symptoms pointing to pleurisy. 
The most reliable early symptoms of exudative pleuritis I think is 
the obliteration of the intercostal depressions. In order to recognize 
this phenomenon at an early period, inspection of the chest should 
ensue from some distance and both, front and back, should be care- 
fully scrutinized. If the pleurisy exists on the right side only, the 
shifting of the apex beat — in the absence of cardiac hjrpertrophy — 
is another reliable symptom. In left-sided pleuritis this phenomenon 
is not sufficiently pronounced to be of any value to the examiner. 

When the aspirator needle is not of sufficient length the 
effusion may remain unreo^nized. In a patient of mine, a gir! 
16 years old, all attempts at aspiration had failed though a puru- 
lent exudate was suspected until she was in a moribund con- 
dition. Her life was saved by quickly plunging a bistoury through 
an intercostal space to procure thereby the exit of the pus. Had 
the aspirator needle ben long enough I would have confirmed my 
diagnosis some weeks earlier. 
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The diagnosis of exudative pleurisy should never be based 
upon one symptom alone, but upon the totality of tiie symptoms, to- 
gether with ttie history of the present ilbiess. The short history of 
^e following case, at present under my care in the hospital, will 
illustrate my contention. 

The patient, a male, 20 years old, came to the hospital with the 
diagnosis "pleurisy." The temperature was 102 degrees F, Percus- 
sion revealed dulness from the spine toward and across the lower 
part of the left scapula. The aspirated fluid was dark-brown and 
contained considerable amounts of leucocytes, but no red blood 
corpuscles. The spleen was enlarged. Not being able 
to form a decided c^inion as to the nature of the case I postponed 
operation which was requested by the attending physician. A few 
days afterward, when the spleen had become lat^r, I came to the 
conclusion that the long aspirating needle had pierced the diaphragm 
and gone into the spleen from which it had abstracted the dark- 
brown liquid. The enlarged spleen evidently had forced the dia- 
phragm against the chest wall. Hence, I made the incision along 
the left costal arch that I would be enabled to turn either upward 
or downward as the occasion may demand it Thrusting the aspirat- 
ing needle into the exposed spleen a similar liquid as on the former 
occasion was withdrawn. By a deeper incision into the spleen I 
succeeded in emptying an enormous abscess of that organ. This 
procedure disposed of the apparent "pleurisy." The withdrawn 
fluid proved to be disintegrated blood and spleen tissue. The 
patient is about ready to go home. 
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THE DIAGNOSIS OF ACUTE CATARRHAL 
CHOLECYSTITIS. 

By henry WALD BETTMANN, 
Cincinnati. 

Cholecystitis is the most common acute inflammatory disease 
within the abdomen. No important condition is so frequently over- 
looked. During the past 10 years over 1,000 articles have been pub- 
lished dealing with the gallbladder and the biliary passages. A3 a 
result of this extraordinary activity, our views concerning the in- 
flammatory disease of the gallbladder have been revolutionized. In 
the earlier literature on the gallbladder we find the term "Chole- 
cystitis" used rather vaguely as a synonym for catarrhal jaundice, or 
to represent an unusual and serious complication of gallstones. Later 
on, it became evident to surgeons during their operations for chole- 
lithiasis that inflammation of the gallbladder was a very frequent 
araompaniment of gallstones and Riedel proposed the theory that 
the inflammation played a leading role in the symptomatology of 
gallstones. A more minute study of the subject from the stand- 
point of pathology and bacterioli^y has led to the convincing con- 
clusion that catarrhal inflammation of the mucous membrane of the 
gallbladder is the direct cause of the formation of gallstones. 
Finally, we are beginning to recognize the fact that cholecystitis is 
a disease per se with definite etiological factors, with a typical clini- 
cal history and that the formation of gallstones must be looked upon 
as an episode (and not always the most important one) in the course 
of the underlying disease. 

It is curious that since the recognition of the clinical and patho- 
lo^cal importance of cholecystitb, so little effort has been made to 
ferret out this disease more keenly and trace it to its earliest be- 
ginnings. I may lay it down as a general proposition that whenever 
gallstones are present in an individual, that individual, at some pre- 
vious time has had an attack of cholecystitis usually acute in char- 
acter and recognizable as such at the time. I have learned to doubt 
the generally accepted statement that gallstones are found in pa- 
tients who at no time in their lives have had symptoms referable to 
the gallbladder. During the past few years, since I have been on an 
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active hunt for cases of cholecystitis, and since I have not omitted to 
make a careful examination of the gallbladder region of patients 
suffering from even trivial abdominal complaints, I have been aston- 
ished at the frequency with which short attacks of catarrhal chole- 
cystitis occur, especially in wmnen. The majority of these attacks 
last only a few days and have usually been mistaken for attacks of 
acute gastritis, spoiled stomach or intestinal colic 

When one has once recognized the enormous frequency of this 
disease, and its etiolc^cal significance in the formation of gall- 
stones, it is not hard to understand how gallstones are found in the 
bodies of from five to ten per cent of the adult population ; nor does 
it seem reckless to state that cholecystitis is the most common in- 
flammatory disease within the abdomen. Acute cholecystitis is sev- 
eral times as common in women as in men ; in my own cases in the 
proportion of 5 to one ; it occurs not uncommonly in the single, but 
by preference in the married ; it very frcquentiy occurs during the 
first 6 months or year following child-birth, often during the puer- 
perium itself; one-third of the cases occur before the age of 30 
years ; over one-half before the age of 40 ; and over 9o9£> before the 
age of so. 

CLINICAL HISTORY. 

Both the mild and severe attacks of cholecystitis are often pre- 
ceded by premonitory symptoms. Substernal pressure is the most 
common of these; A boring sensation behind the middle or lower 
fourth of the sternum is always to be looked upon with suspicion, 
especially if it occur independently of the taking of food, or at night 
or if it remain without apparent cause. Vague sensations of dis- 
comfort at the pit of the stomach or a persistent desire to belch, 
unrelieved by the act of belching are often the earliest symptoms. 
Pain usually ushers in the acute attack and is preceded by a chill 
only in the severe cases. The pain is more frequently referred to 
the ep^astrium than to the gallbladder region. Sometimes the 
pain is entirely to the left of the median line ; usually it is reflected 
to the back, between the shoulder blades ; it is not generally radiating 
in character, and in the majority of cases is severe enough to justify 
the use of morphine. Vomiting is usually an early symptom and 
sometimes persists during the first 24 or 36 hours, or sometimes even 
longer ; the vomitus consists chiefly of mucus, often mixed with bile 
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and later on nearly pure bile. Fever is absent in the mild cases, but 
often rises to 102 or 103 degrees in the severer forms and may last 
for several days. Leucocytosis is absent ; the bowels are constipated ; 
jaundice very rarely occurs. On the second or third day the acute 
symptoms subside, but may recur shaiply on the least indiscretion of 
diet. A feeling of soreness is usually left for several days longer 
in the region of the gallbladder. In mild cases all the symptoms 
have disappeared at the end of a week. The severer cases may last 
two or even three weeks, and there may be dyspeptic disturbances, 
especially a recurrent feeling of substernal or epigastric pressure for 
weeks thereafter as an indication of the slowly subsiding catarrhal 
inflammation. When the acute attack is grafted upon a chronic 
condition (chronic cholecystitis with or without cholelithiasis) the 
symptoms may not clear up at all and the patient may continue to 
suffer, indefinitely, from various so-called dyspeptic disturbances in 
which pain, pressure and belching play the leading role. 

PHYSICAL SIGNS. 

In order to understand the physical signs it is necessary to bear 
in mind certain facts. The gallbladder is never palpable when nor- 
mal, and the gallbladder region is not sensitive to even firm pres- 
sure in health. Accompanying every attack of cholecystitis there 
is a local active hyperemia of the neighboring liver tissue. This 
hyperemia is marked by swelling and local tenderness. Every in- 
flamed gallbladder is more or less sensitive to pressure, and in 
almost every case of cholecystitis, chronic, subacute and acute (see 
the exceptions noted below) a hypersensitive and swollen local area 
can be demonstrated, by appropriate bimanual palpation. Bimanual 
palpation is the method par excellence of examining the gallbladder. 
I have seen sui^eons of note omit this method of examination and 
thus entirely fail to make a correct diagnosis. The general practitioner 
is even less familiar with its value. The patient should lie in the 
dorsal position, either fiat or with the chest and shoulders slightly 
elevated. It is often of advantage to flex the right thigh on the 
abdomen. The arms should be at the side and not raised above the 
head. The surgical position with a pillow or sand-bag under the 
patient's loin is a disadvantage rather than an advantage. The phy- 
sician sits at the patient's right side as if examining for mobility of 
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the right kidney. The left hand grasps the loin; the right hand is 
laid flat upon the abdomen, the index finger just median to the 
attachment of the loth rib. The patient inhales deeply and then 
exhales. The examination is made during exhalation. The left hand 
pushes forward the abdominal contents ; the right hand burrows deep 
towards the region of the gall bladder. The left hand can often aid 
the sense of touch by exerting not a steady forward pressure but 
a series of interrupted pressures, to which the term "succussory 
pressure" might be applied. When the gallbladder is inflamed, 
the trained and experienced fingers of the right hand will feel a 
swollen area and the patient will wince under the examination. 
When the inflamed area is thus pressed iq>on, the pain will often be 
referred to the epigastrium. This is exceedingly characteristic and 
almost pathognomonic of cholecystitis. 

This method of examination requires long training and experi- 
ence and is especially valuable in cases of subacute and chronic 
cholecystitis, and in the mildest forms of the acute disease. During 
a smart attack of acute catarrhal cholecystitis, the physical signs are 
usually easily recognized. An early and prominent symptom is the 
rigidity of the right rectus muscle. Even during a violent attack 
this sign may be absent during the first few hours, or it may be 
kept in abeyance by very large doses of morphine, but usually dur- 
ing the first twelve hours after the onset, the right rectus muscle, 
especially in the upper quadrant of the abdomen will be tense. This 
rigidity naturally obscures all other physical signs for the time be- 
ing. It has often led the unwary to diagnose appendicitis and 
even the most experienced clinicians have recorded their mistakes in 
this direction. With care this mistake can be avoided. In appendi- 
citis the rigidity is most marked below the umbilicus, and nearly 
always the area just within the right superior spinous process of the 
ileum becomes more rigid than on the other side of the body. 

In cases of acute cholecystitis of any severity the local tender- 
ness of the gallbladder region can be easily elicited by ordinary deep 
palpation durii^^ inspiration. This is characteristic enough to es- 
tablish the diagnosis at once in connection with the clinical history. 

The right lobe of the liver may become exceedingly sensitive in 
certain cases of passive hyperemia due to valvular disease of the 
heart, and unless on his guard the clinician may be led to believe he 
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is dealing with a primary inflammatory condition of the liver. In 
these cases, the uniform enlargement of the whole right lobe of tlie 
liver and usually of the left lobe, and the reception of the underly- 
ing disease will save the examiner from error. The Boas' point to 
the right of the lower dorsal ^ine is unreliable for diagnostic 
purposes. 

The existence of a Riedel's lobe may tend to confuse the clini- 
cian, especially in the obese. In the majority of cases, though not 
always, a Riedel's lobe indicates the presence of gallstones and 
points to preceding attacks of cholecystitis. The Riedel's lobe can 
nearly always be accurately mapped out by bimanual palpation. 
When it is found markedly sensitive to pressure, the presence of 
gallstones may be inferred. I have known a very soft Riedel's lobe 
to be mistaken for a fluctuating gallbladder. A very movable right 
kidney may sometimes interfere with the exactness of bimanual pal- 
pation. The inexperienced examiner may even mistake the right 
kidney for the gallbladder and vice-versa. The kidney can nearly 
always be recognized by its deeper position in the loin, and by the 
characteristic feeling of escape as it slips from between the fingers 
at the end of the expiration. For palpating the kidney, the fingers 
of the right hand should be placed below the tenth rib; for the gall- 
bladder just median to the attachment of the tenth rib. 

Complications in the course of gastric and duodenal ulcers may 
lead to symptoms and signs simulating attacks of cholecystitis. Here 
close attention to the clinical history preceding the attack will be 
of the greatest assistance. The differentiation between gastric and 
duodenal ulcer and gallstones is not always easy, but this belongs 
to the subject of chronic and subacute cholecystitis which I shall 
consider in a subsequent communication. 
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THE ETIOLOGY OF EPIDEIMIC POLIOMYELITIS.' 

By WttARTON SINKLER, 

Attending Physician to the PMladelphia Orthopaedic Hospital and Infirmar; 

■for Nervtms Diseases; Neurologist to the Bryn Mawr Hospital; Consulting 

Nenrolc^st to the Germantown Hospital, and to the State Hospital for the 

Chronic Insane, 

Philadelphia. 

In the American Journal of the Medical Sciences, April, 1875, 
I recorded the observation that a large majority of cases of polio- 
myelitis occurred during the summer months. This fact was con- 
firmed by Barlow in 1878 and subsequently by Gowers and other 
writers. In Keating's Cyclopaedia of the Diseases of Children in 
1890, 1 made a note of the time of onset in 235 cases which had been 
studied by me at the Philadelphia Orthopxdic Hospital and In- 
firmary for Nervous Diseases. Since that time I have analyzed 274 
additional cases which have been treated at the same Institution, 
making a total of 509 cases. The time of onset in the whole series 
is as follows : 

During the winter months there were 34 cases, divided as fol- 
lows: December, 12; January, 14; February, 8. 

In the spring months there were 43 cases, as follows : March, 
11; April, 11; May, 21. 

In the summer months there were 294 cases, as follows; June, 
61 ; July, 109 ; August, 124. 

In the autumn months there were 136 cases, as follows: Sep- 
tember, 79; October, 45; November, 12, 

If we include September and October among the hot months 
(and it seems fair to do this, as children are usually suffering from 
the effects of hot weather during these months) we will find that 
there were 418 cases from June to October inclusive, or 82% of 
the total number of cases recorded. 

Gibncy has recently recorded 550 cases, which were observed by 
him from October i, 1906, to October i, 1907. He states that of 
these cases there were 27 in June, 55 in July, 116 in August, 156 

> Read before the Philadelphia Neurolc^cal Society, Nov. 26, igoj. 
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in September and 44 in October. He does not state, however, 
whether the cases occurred during these months, or if they afiplied 
for treatment at that time. Patients usually are brought to a dis- 
. pensary for treatment many months after the attack — usually from 
three to twelve months after, and comparatively few of the recent 
cases are seen. At the Philadelphia Orthopsedic Hospital and In- 
firmary for Nervous Diseases, 226 cases were examined as to the 
length of time it was after the onset of the disease, when the patient 
applied for treatment : 

From one to seven days — 23 cases. 
From eight to 13 days — j cases. 
From two weeks to three weeks — ^26 cases. 
From one month to nine months — 95 cases. 
From one year to eight years — 75 cases. 

During the past year there has been a great epidemic of 
poliomyelitis in New York, which has been reported by Gibney and 
Collins. There has also been an epidemic in Pennlsylvania in Ridg- 
way, DuBois and neighboring towns. There has been an increase in 
the number of cases in Philadelphia, during the past summer, but 
hardly sufficient to constitute an epidemic. For example, at the 
Philadelphia Orthopaedic Hospital and Infirmary for Nervous Dis- 
eases, from January i, 1906, to January i, 1907, there were 25 cases, 
but from January I, 1907, to November 26, 1907, there were 35 
cases. About the same increase has been noticed at various other 
out patient services in Philadelphia. The greatest number of acute 
cases that have been seen have been at the Children's Hospital, Phila- 
delphia, where at least a dozen recent cases were seen during the 
month of September. At the Nervous Clinic at the Jefferson Col- 
lege Hospital, 21 cases were treated from the first of July until the 
middle of November. Nearly all of these were in Russian Jews. 

Some epidemics of poliomyelitis have been recorded, but one 
cannot avoid the suspicion that there have been a great number of 
epidemics which have been passed unnoticed. The first epidemic 
was noted in 1843 in the American Journal of Medical Sciences. 
This was reported by Colmer in Louisiana and quoted by Collins. 
It is spc^en of as an "epidemic of paralysis in teethmg children." 
No epidemics were reported since that time until one by Medin m 
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May, 1887. In 1893 another epidemic was reported by Putnam in 
and near Boston, and quite an extensive epidemic was reported by 
Dana and Caverly in Rutland, Vermont, in 1894. An interestii^ 
feature of this epidemic was the fact that horses and birds were 
affected. A Plymouth Rock hen which was paralyzed, was ex- 
amined post-mortem, and changes in the spinal cord, similar to those 
in anterior poliomelitis, were found. A liveryman living in Rutland 
tells me that four of his horses died of the affection. 

The following is a list of all of the epidemics I have been able 
to find after a careful search. 

EPIDEMICS. 

1. Colmer — 1841 — Louisiana. 

Am. Jour. Med. Sciences, 1843. 

2. Eergenholtz — 1881 — Sweden. 

Collins — Medical Record, Nov. 2, 1907. 

3. Cordier — 1885 — near Lyons (France) — June and July, 

Lyons Medical — 1887. 

4. Medin — 1887 — Sweden (May, June, July and Aug.). 

Tenth International Congress, Berlin, 
Vol. II. 

5. Putnum — 1893 — Boston (Aug., Sept., Oct.). 

Boston Med. and Surg. Jour., 1893, 

6. Caverly — 1894 — Vermont (summer). 

Journal Am. Med. Asso. Vol. XXVI, 
1894- 

7. Medin — 1895 — Sweden. 

Nord. Med. Ark., 1896, No. i. 

8. Altman — 1895 — So. Australia (March and April). 

Wade — Australasian Med. Gazette, 1904. 

9. Bordurant — 1896— Alabama (summer mos.)! 

Medical Ntws—Yol. LVII, 1900. 

10. Leegard — 1899— Norway. 

Norsk Mag. for Laegevidenskaben, 1901. 

11. MacKenzie— 1899— Dutchess Co., N. Y. 

Medical Record, 1902. 

12. Painter — 1900 — Gloucester, Mass. (Summer). 

Boston Med. and Surg. Journal, 1902. 
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13. Woods — 1901 — San pTancisco (May, June and July). 

Occidental Med. Times, San Francisco, 
1903. 

14. Wade — 1903 — Sidney, Australia ("in summer mos., Dec. and 

Jan."). 

Australasian Med. Gasette, 1904. 

15. Litchfield — 1903-04 — Sidney, Australia ("summer weather and 

cooler than usual"). 

Collins — Medical Record, Nov. 2, 1907. 

16. Wickman — 1905 — Sweden (summer). 

Zeitschrift f. Klinische Mediein, No. 63, 
1907. 

17. Harbitz & Scheel — 1903-4-5-6 — Norway. 

Journal Am. Med. Asso., Oct. 26, 1907. 

18. Geirsvold — 1905 — Norway. 

Norsk Mag. for Laegevidenskaben, 1905. 

19. Collins — 1907 — New York. 

Medical Record, Nov. 2, 1907. 
The etiology of epidemic poliomyelitis is, of course, the inter- 
esting and important thing to study. It is evident from what has 
been stated above that a large majority of cases of sporadic polio- 
myelitis occur during the summer months, and all of the epidemics 
which have been recorded, in which the season of year of the occur- 
rence is given, took place in hot weather. The nature and prc^ess 
of the disease indicate clearly that it is due to an infection. It is 
obvious, therefore, that the micro-organism which produces the in- 
fection, is one which is developed by hot weather. A large propor- 
tion of cases have some form of intestinal trouble. Dr. Gibney 
writes me that nearly 60% of 100 cases analyzed by him, had some 
form of intestinal or gastric disorder. It seems probable, therefore, 
that the micro-organism producing the disease has found its entrance 
into the S3rstem throu^ the intestinal tract and thence to the spinal 
cord. 
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THE DIAGNOSIS OF EXTRA-UTERINE PREGNANCY.' 

By H. J. BOLDT, 

Professor of Gynecology, Post-Graduate Medical School; Gynecologist St 

Mark's and Post-Graduate Hospitals; ConsultinK Gynecologist 

Beth Israel and St. Vincent's Hospitals and 

German Poliklinik. 

New York. 

Under the term "Extra-uterine Pregnane" we include all fe- 
cundations which are situated outside the uterine cavity. While 
anatomically extra-uterine pregnancy may be subdivided into several 
varieties, from a clinical point of view such differentiation is not es- 
sential. Tubal pregnancy, however, is the most frequent form of 
ectopic gestation. 

In endeavoring to make the diagnosis of ectopic gestation from 
objective pelvic symptoms, we must always bear in mind the com- 
paratively delicate structure surrounding an extra-uterine fecun- 
dated ovum, and therefore avoid a rude manipulation of the pelvic 
organs, so as not to cause a rupture of the sac. It is especially 
important to bear this in mind when examining under an anasthetic 
a patient in whom an ectopic gestation is suspected. 

Uninterrupted extra-uterine pregnancy is but rarely recognized, 
and then usually by mere accident, when operating for other condi- 
tions, or when examining a patient for a complaint causing symp- 
toms independent of extra-uterine gestation. I have never palpated 
a tubal pregnancy prior to the occurrence of symptoms due to the 
pathological implantation of the ovum, except in one instance — a 
double tuba! gestation. In this case, however, the right tubal gesta- 
tion did give rise to symptoms, and was diagnosed. On the opposite 
side a tubal enlargement was felt, the nature of which was not 
diagnosed, but on operation the tubal distention proved to be due to 
a tubal pregnancy which had not begun to be interrupted by bleed- 
ing within the tube, or by any inflammatory process about the tube. 
So far as I remember, the distention was limited to the outer-two- 
thirds of the tube, which was freely movable and did not possess the 

' Read at the meeting of the Southern Surgical and Gynecological Society 
at New Orleans, Dec. 17, 18 and 19, igo7. 
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doughy feeling of a pyosalpinx, or the tense elasticity of a hydrosal- 
pinx, which I had supposed to exist on that side. 

The syqtptoms may be divided into subjective and objective. 
There is no reason why a physician should ever be called upon to see 
a patient with extra-uteriae pregnancy unless she has subjective 
symptoms pointing to some pelvic disorder. 

The omission of menstruation, while of great importance, still 
is not a constant sign, because sometimes the menstrual period may 
be delayed by another cause than pregnancy. Sometimes, too, rup- 
ture of an impregnated tube may occur prior to the time of an 
expected menstrual period. Peritoneal irritation, caused by the bor- 
ing of the growing ovum into the tube wall, eroding the small blood- 
vessels, preparatory to subsequent rupture, is Hkdy to cause more 
or less pelvic pain. 

When bleeding takes place into the lumen of the tube, owing 
cither to the separation of the ovum from the tube wall in the course 
of a tubal abortion (the most frequent termination of tubal gesta- 
tion in my experience), or to erosion of the tube wall to such an 
extent that a slight rupture of the tube takes place, the pains are 
severe, cramp-like, and intermittent. The symptoms of tubal abor- 
tion and of partial rupture are identical, so far as my observation 
goes, especially if the defect in the tube wall is small. Usually 
atypical bleeding is present, but in most instances the blood lost is 
peculiar, almost characteristic, and of a nature very seldom found 
in other pathological conditions. It is dark, tarry, and of a smeary 
consistency. I have known such bleeding to continue steadily or 
at intervals for weeks, especially in cases in which an hamatocele 
had formed. 

Sometimes, with the existence of ectopic gestation, menstrua- 
tion may appear regularly to the day, but then it is usually very 
scant, so that the patient will have noticed the difference in quantity 
from previous flows. 

If a profuse intraperitoneal hemorrhage suddenly takes place, 
the patients become very anaemic; have a small, weak pulse, and 
cold, clammy perspiration, yawn, and are apathetic. If not in col- 
lapse, they complain of intense pain in the lower abdomen, which 
soon becomes more general. Usually they refer the banning of the 
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intense pain to that side of the lower abdomen where the rupture 
has occurred. 

If in the history we can elicit that a decidua has passed, this is 
important as confirmii^ a suspected extra-uterine gestation. If the 
physician finds that the membrane has been passed in the form of 
a closed three-cornered sac with three openings, corresponding to 
the tubal openings and the opening for the internal os, and that it 
contains no ovum or a defect for its site; and if, moreover, the 
decidua is of suflScient thickness to exclude its being menstrual, and 
if other corroboratory signs of extra-uterine pregnancy are present, 
the decidua is very certainly due to an ectopic gestation. 

The absence in the history of the passing of a decidua, does 
not, however, exclude the presence of ectopic gestation. In the 
large number of extra-uterine pregnancies that I have seen (nearly 
three hundred), less than half gave an affirmative history on this 
point. A decidua may be passed unnoticed, or it may remain in the 
uterus and eventually be transformed into normal endometrium. 

Such subjective symptoms as nausea and vomiting rarely occur 
when the ovum is implanted outside of the uterus. We may lay it 
down as a rule that subjective symptoms of importance do not mani- 
fest themselves until a process tending toward the interruption of 
the pathological impregnation is under way, and that these symptoms 
then chiefly consist of the sudden onset of intense intermittent 
cramp-like pains in the lower abdomen, referred primarily to the 
side on which the pregnancy exists. A very frequent symptom ob- 
served among my patients, was an intense lancinating pain in the 
lower part of the rectum. 

Among the objective symptoms, that of least importance is the 
presence of colostrum in the breasts, except in persons who have 
never been pregnant, or have not been pr^nant for a number of 
years, and even then the symptom is of importance only if corrobo- 
rated by other symptoms. The changes of pregnancy about the 
genitals are also less marked in ectopic gestation than in intra- 
uterine pregnancy, although some softening in the consistency of the 
uterus is ahnost invariably present, as well as a slight increase in its 
size. In a few instances, perhaps two or three times, I have seen pa- 
tients in whom this change also was absent. On the other hand, 
other Inflammatory conditions of the pelvic organs may cause 
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changes in the uterus and in the appearance of the mucous mem- 
brane, similar to those of the early stage of ectopic gestation. I 
have, however, found that patients almost invariably complained of 
severe pain when the vaginal portion of the cervix was slightly 
moved forward with the examining finger. 

Let us now turn to the palpatory findings in the pelvis in in- 
stances of extra-uterine pregnancy. Before discussing them, I would 
again lay stress upon the great care that is to be exercised in making 
an examination in all instances where we have the slightest reason 
to suspect such condition — as we always have when the history in- 
cludes delayed menstruation, apical bleeding, and intennittent, 
cramp-like pain; or perhaps the loss at the r^ular period of a 
smaller amount of blood than usual, if associated with intermittent 
pelvic pain at that time or soon afterwards. A uterine sound should 
never be used, except perhaps under unusually intricate conditions, 
nor should a traction forceps be used on the uterus ; this may also 
be said of making firm pressure on an existing pelvic mass. Dis- 
regard of any of these precautions may lead to the rupture of a 
fecundated tube ; to the rupture of the sac containing the ovum ; or 
to the rupture of an hamatocele, with perhaps fatal hemorrhage; 
or to a peritonitis with fatal termination. Furthermore, all patients 
that have been examined under such circumstances should be kept 
under constant observation for evidence of a subsequent intraperi- 
toneal hemorrhage, unless the opening of the abdomen at once foU 
lows the examination. 

It has been mentioned that the opportunity to palpate an un- 
interrupted tubal gestation is very rare. I am aware that the state- 
ment not infrequently occurs in literature that such diagnosis was 
made, if we take the trouble to carefully analyse such cases, it will 
almost invariably be found that bleeding into the tube had taken 
place, showing that the process of interruption of the gestation had 
been begun. The bleeding within the tube causes a distention of the 
tube, which is well marked, except at its uterine end, where the tube, 
in the ordinary forms of tubal gestation, retains its normal or nearly 
normal calibre. It then gives rise to a distinctly palpable tumor of 
small sausage-shaped outline; and sometimes if the tube has pro- 
lapsed to the floor of the pelvis and is free from peritonitic adhe- 
sions, it is possible in women who have a thin abdominal wall to 
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palpate the tube in its thickened part, and feel its non-distended 
parts. The abdominal end of the tube must of course still be free 
from blood. The tube itself is hard in consistency if the blood has 
become coagulated. It is mobile, and is usually painless to the touch. 

The palpatory finding is changed, however, when the bleeding 
has become more profuse, as in cases of progressing tubal abor- 
tion, or of partial tubal perforation. We have then a pelvic 
hematocele, the blood accumulating in the cul-de-sac of Douglas. 
The formation of such retro-uterine hematocele causes the tube to 
be pushed upward, and the summit of the hematocele remains in 
close proximity with the abdominal end of the tube. If much blood 
has been accumulated in the pelvis behind the uterus, the pouch of 
Douglas is pushed more or less downward, and the uterus is dis- 
located upward and forward by the retro-uterine blood-tumor. The 
bulging of the cul-de-sac and the position of the uterus are influ- 
enced by the amount of blood in the pelvic cavity. In small hemat- 
oceles the blood does not reach the lateral walls of the pelvis, so 
that the hematocele, with the uterus, has a certain amount of mo- 
bility, making the two, uterus and hematocele, feel as though they 
were one mass, because the hematocele becomes intimately adherent 
to the posterior wall of the uterus. 

The feeling conveyed by an hematocele to the examining finger 
depends to some extent upon the duration of its existence. A fresh 
extravasation of blood feels flaccid and fluctuation is readily de- 
tected; but, as soon as the blood becomes coagulated the consist- 
ency changes and it becomes harder. In nearly all Instances there 
was a difference to be felt in the consistency of the tumor at the 
floor of the pelvis ; some points feeling quite hard, and others softer, 
depending on the condition of the blood in the retro-uterine tumor. 

In considering the topography of an hematocele, we must bear 
in mind, that as a result of previous pelvic inflammation, the cul-de- 
sac may have become obliterated in whole or in part, which would 
prevent the formation of the usual outlines of the hematocele. I 
have seen several such cases, and unless one takes all the features 
into consideration the diagnosis becomes more difficult. Again, in 
instances of tubal abortion or in partial tubal rupture, when the 
bleeding takes place slowly, the extravasated blood is located unilat- 
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erally, according to the direction of the affected Fallopian tube. 
The usual site of an hematocele, however, is a little to the side and 
behind the uterus. I have also seen a few instances in which the 
fecundated tube was so high up in the pelvis that it could not be 
palpated, and in these, in the absence of other pathognomonic symp- 
toms of extra-uterine pregnancy, the diagnosis of the ectopic gesta- 
tion was not made until after the occurrence of complete rupture. 
The cause of the high position of the tube was found to be adhe- 
sions of the tube high up in the pelvis, — tn one instance to the ver- 
miform appendix and cscum. 

In those patients who have a retroversion with retroflexion of 
the uterus, and become afflicted with tubal gestation, the impreg- 
nated tube lies anteriorly to the uterus. Consequently, when such 
gestation becomes interrupted, the hematocele, if one forms, lies 
anteriorly to the uterus. 

The most frequent palpation findings are from a combination 
of bleeding Into and outside of the tube, which permits us to palpate 
the distended tube. This is more solid in consistency than the 
hematocele which has formed in close contact around it. The he- 
matocele is somewhat more elastic than the distended tube. It lies 
to one or the other side of the uterus. 

When an impregnated tube, as the result of an inflammatory 
process, becomes adherent to the posterior surface of the broad liga- 
ment and ruptures on the part which is agglutinated to the broad 
ligament, the blood is extravasated between the folds of the broad 
ligament, and forms an hematoma, having a broad contact with the 
uterus. According to the quantity of blood extravasated, the folds 
of the broad ligament become more or less distended, even to the 
pelvic boundaries; and sometimes, in profuse hemorrhages, the 
blood extravasates beneath the pelvic peritoneum and beneath 
Douglas's pouch, surrounding the va^a and rectum and passing to 
the opposite side, thus producing, as soon as the blood becomes 
firmly coagulated, palpatory findings resembling those of para- 
metritis. 

So far, we have considered only the diagnostic features of 
early extra-uterine pregnancy. After the second half of the gesta- 
tion period, the diagnosis depends upon our ability to determine the 
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presence of a fetus outside of the uteras, which is as a rule not 
very difficult; unless the fetus is located between the folds of the 
broad ligament, and the woman has thick abdominal walls, or the 
fetus has been dead for some time, and is not in close contact with 
the abdominal parieties or the cul-de-sac of Douglas. At this 
period of gestation, the history will also aid us very much, because 
in nearly all cases, in addition to the symptoms that are present in 
the early stages of ectopic pregnancy, there are also history-symp- 
toms that show that one or more attacks of local or even general 
peritonitis have occurred. 

A pregnancy in the interstitial part of the Fallopian tube causes 
bulging of the uterine comu of the invaded side. This bulging, 
being in an upward direction, necessarily makes the comu much 
higher than that on the opposite side, and the adnexus is given off 
at a much lower plane than that of the impregnated side. In the 
event of rupture, which nearly always occurs during the first half 
of the gestation period, sometimes before the end of the second 
month, the hemorrhage is very profuse and requires rapid interven- 
tion. The diagnosis is based upon the determination of pregnancy 
with the appreciation of the local findings. 

Pregnancy in the horn of a bicornuate uterus should not cause 
difficulty in diagnosis, if the pregnancy has gone to the fifth month 
or more and the fetus is still living. During the first half of gesta- 
tion, in addition to the subjective symptoms of pregnancy, one 
should ascertain the presence, alongside the non-impregnated cornu, 
of the impregnated comu, which is of a doughy consistency, unless 
the fetus is dead. In such event, the impregnated uterin horn be- 
comes harder and more globular, so that it may be mistaken for a 
pedunculated myoma, or perhaps an ovarian cyst. But if one takes 
all factors into consideration, the history, and the objective symp- 
toms to be found on bimanual examination, the diagnosis should 
not be difficult under ordinary circumstances. It may, however, be 
quite difficult if the patient is corpulent and has rigid abdominal 
walls. 

Judging from my own experience, the greatest difficulty in 
making a correct diagnosis is in differentiating an ectopic gestation 
in its early stages from purulent inflammatory conditions of the 
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adnexa, because with the latter, patients sometimes give a history 
identical with that ol ectopic gestatioti, and objectively the tube is 
distended and firm in consistency. Also, the change in the uterus 
and in the vaginalmucous membrane may be similar. We may have 
the delayed or omitted menstruation, or atypical bleeding, and I 
have seen cases where the blood was similar to that described above 
as typical for the bleeding of interrupted extra-uterine pregnancy. 
Furthermore, the character of the pain is sometimes identical, ex- 
cept that no collapse ever follows, as in profuse hemorrhage. I 
frankly confess that occasionally in such cases I am unable to make 
the differential diagnosis without a surgical intervention. 

Such occasional resemblance is, however, comparatively seldom 
met with. The instances I have seen were invariably cases of acute 
pyosalpinX] or chronic cases with an acute exacerbation. Further- 
more, two symptoms to which I have learned to attach importance 
were also absent; namely, pain in the lower part of the rectum, 
and pain on moving the vaginal portion of the cervix forward with 
the examining finger. It is difficult to explain why these symptoms 
should be absent, because there is present a perimetritic inflamma- 
tion in that locality. 

In most cases of tubal suppuration, there is no softening in the 
consistency of the uterus, especially of the portio vaginalis ; in fact, 
, this is usually quite firm. Furthermore, colostrum is but seldom 
found in the breasts of such patients, because either they never 
have been pregnant, or they have been sterile for a number of years. 
It is well, therefore, to bear in mind the possibility of error, espe- 
cially in this class of cases, and particularly if one or more symp- 
toms of a ^ical history, or one or more of the objective symptoms 
of ectopic gestation, are wanting. 

The error most frequently made by physicians is that of mis- 
taking ectopic gestation for early abortion. I have cared for more 
women with extra-uterine pregnancy who had been curetted by their 
attendant under the impression that they had had an incomplete 
abortion than for any other erroneous diagnosis. In taking the 
history it will be found that with abortion cases the pains usually 
begin with a moderate aching or drawing pain in the lumbar region, 
radiating toward the hypogastrium. In tubal pregnancy the pains 
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are much more intense and are unilateral in the beginning, and the 
periods of intermission are generally further apart. 

In abortion the blood is usually or frequently passed in clots ; in 
the bleeding from ectopic gestation it is smeary, quite dark, and of 
tarry consistence, and large clots are rarely passed. Furthermore, 
the quantity of blood lost in abortion is much larger than is the case 
either in tubal rupture of the partial variety or in tubal abortion. 
(Extensive tubal rupture does not come into consideration here, for 
differential diagnosis.) Occasionally, however, the blood in ectopic 
gestation is very light in color ; but then the color is so much lighter 
(a pale pink, in fact,) that one should not mistake it for the bleed- 
ing of early abortion. 

On bimanual examination, the changes to be felt in the uterus 
are usually more marked in abortion of an intra-uterine pregnancy 
than is the case in extra-uterine pregnancy. In the greater number 
of patients with extra-uterine pregnancy, the ovum with its sac may 
be felt, which is not the case with early abortion. There is, how- 
ever, a risk of mistaking between an early intra-uterine pregnancy, 
and a coexisting hydrosalpinx, pyosalpinx, or small ovarian cyst. 
In such conditions, indeed, it may happen to the most experienced 
diagnostician to err, although, so far, fortunately it has not hap- 
pened to me. 

I have always relied upon the more pronounced changes that . 
take place in intra-uterine pregnancy, so far as the uterus and the 
vaginal mucous membrane were concerned. In some instances it is 
undoubtedly good practice to wait and keep the patient under care- 
ful observation. If such patient comes under observation without 
the subjective symptoms of an interruption of ectopic pregnancy, 
and one perhaps suspects this abnormal condition, then the history 
aids very much in helping to decide the true status; because in 
ectopic gestation, patients seldom go longer than six weeks, or at 
the umost two months, without showing symptoms pointing to the 
condition we are now considering. Furthermore, an intra-uterine 
pregnancy of two months' duration, can in most instances be dii^- 
nosed by an expert; exceptions may occur, however. 

It has happened recently, and during a comparatively short 
period, that I have been called to see three different patients with a 
view to operating upon them for extra-uterine pr^oancy, when in 
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' reali^ they had a retroflexion of the gravid uterus in the second or 
third month of gestation. The pregnant uterus, lying in the cul-de- 
sac of Douglas, was mistaken for an hematocele, the elongated 
cervix being mistaken for the whole uterus. This may lead to an 
error, especially when the abdominal parieties are thick, so that 
palpation becomes difficult. If one is careful such an error need 
not occur, because in retroflexion the cervix usually has a direction 
upward and backward, a combination of flexion with version, and 
the upper part of the uterine neck does not broaden out as the 
corpus of the uterus broadens above the neck. Furtbennore, if 
one reaches high up, the acute flexion angle can be felt, and the 
body of the pregnant uterus can be traced in connection with it. 
Of most importance is the fact that the body of Qie uterus is 
absent anteriorly. In addition, Madder symptoms in retroflexion 
are usually more pronounced than they are likely to be in instances 
of hematocele. Pelvic pain is also likely to be a more marked 
symptom of hematocele than in retroflexion of the gravid uterus. 
While atypical bleeding is present aknost invariablv in hemato(%le, 
it is seldom that a patient with retroflexion of the uterus loses 
blood unless abortion is imminent, and then the character of the 
blood is different in the two conditions. In retroflexion the pr^- 
nant uterus has an even, round contour, whereas in hematocele the 
contour is more or less irregular. In hematocele the consistency of 
the retro-uterine tumor changes very soon, whereas in retroflexion 
the consistency of the posterior tumor does not change, unless ute- 
rine contractions occur at the time when the examination is made ; 
but such change in consistency should be readily appreciated by 
anyone with experience. 

I remember two cases in which the lateral version of the nor- 
mal pregnant uterus gave rise to an error in diagnosis by the attend- 
ing physicians ; the lower segment of the uterus remained anterior 
and was firm in consistency, whereas the large lateroverted segment 
was relaxed, and being to one side of the median line, gave the gen- 
tlemen the impression that they had an extra-uterine pregnancy to 
deal with. The history, and the direct connection with the lateral 
displacement, with subsequent correction of the displacement, read- 
ily cleared up the cases. 
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A large hematocele, in which the inflammatory reaction has' 
passed off, and the upper contour of the hematocele in consequence 
has become more sharply defined, may give rise to the erroneous 
diagnosis of an ovarian tumor, because the upper boundaries of 
such hematocele arc smooth and rounded off, and in connection 
with the uterus, have a moderate degree of mobility. But one 
accustomed to examining many gyuecolc^cal patients, can readily 
discern the difference between a large hematocele and an ovarian 
tumor, even if the latter is diffusely adherent. An ovarian tumor is 
always of a more globular, a more symmetrical contour. The uterus 
is rarely so much displaced upward and forward in an ovarian 
tumor, as in the case of a large hematocele. 

Appendicitis may sometimes be mistaken for extra-uterine 
pregnancy, or the opposite error may occur. In an inflammation 
about the appendix, however, the exudate, if there is one, will be 
higher up in the pelvis, more toward- the iliac fossa. Furthermore, 
there is always a febrile condition in appendicitis, and none of the 
symptoms of pregnancy are found unless pregnancy and appendicitis 
are coexistent Besides, if one is careful in eliciting a patient's 
history, there will always be found a difference. 

A perforative peritonitis may resemble a ruptured tubal gesta- 
tion with profuse internal hemorrhage ; both conditions being asso- 
ciated with an attack of intense abdominal pain, followed by col- 
lapse. In appendicitis with perforation there is absence of the 
symptoms of profuse internal hemorrhage; instead of the anemia 
which exists in extensive rupture of tubal gestation, the peculiar 
facial expression of peritonitis is seen, and continuous pain is a 
more prominent symptom. 

The history is likely to aid us very much. With perforative 
peritonitis we are not apt to get a history pointing to pregnancy; 
on the contrary we are often able to elicit facts pointing to a pre- 
viously existing lesion of another organ in the abdominal cavity. 
An additional aid may be found in the use of an aspirator s>Tinge 
with an exploratory needle of fairly coarse calibre, with which the 
cul-de-sac of Douglas can be punctured through the vagina without 
the use of an anaesthetic. If on aspiration the syringe barrel is 
filled with blood, and other evidence corroborative of ectopic gesta- 
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tion is present, we may be quite certain that it is not a perforative 
peritonitis that caused the severe illness. 

While I have endeavored to outline briefly the conditions which 
are likely to help in establishing the diagnosis of ectopic pregnanqr, 
as a result of my own experience, I freely admit that even the most 
expert diagnostician can not be infallible. 



A CASE OF MECKEL'S DIVERTICULUM CAUSING 
OBSTRUCTION OF THE BOWELS. 

Bv J. H. CARSTENS. 
Detroit, Mich. 

As the following case presents some rare phenomena I deem 
it a proper one for publication. 

Dr. A. H. Steinbrecher sent the patient to Harper Hospital with 
a diagnosis of appendicitis and I saw him shortly after his arrival, 
September, 17th, 1907. 

Mr. E. S., aged $8, had always been a robust, bard-working 
man in the best of health, up to two days previous to this disease. 
His temperature was 97.5 ; pulse 90. Complained a good deal of 
abdominal pain, and there was a good deal of distension. The prin- 
cipal pain was to the right of the umbilicus. He had vomited con- 
tinually, and the efforts made to move his bowels were of no avail. 
Examination of the urine showed it to be about normal and, as the 
symptoms did not seem serious, I concluded to await further develop- 
ments. He felt much better, retained some liquid, passed a little gas 
by rectum. His temperature was 99 degrees ; pulse 90. He remained 
m this improved condition all day. In the evening his pulse and 
temperature were the same. Small quantities of liquid had been 
given him during the day. Still complained of some pain in the 
abdomen and the distension. A hypodermic of morphine quieted 
him and he went to sleep, which he had not done for some nights. 

Early the next morning, however, he started to vomit again. 
The vomit seemed to be of a fecal nature. I thought best not to wait 



,y Google 



44 The Aschives of Diagnosis 

any longer, but had him immediately prepared for operation, which 
was performed at eleven A. M. Temperature 90 degrees and pulse 
still 90. 

Making the incision to the right of the umbilicus, three inches 
in length, over the spot where he complained of the most pain, I 
found when the abdomen was opened a bunch of intestine adherent 
together. Gently untangling it, I found a Meckel's diverticulum sur- 
rounding the loop of intestine and nearly closing it. (Fig. i.) I 
should judge the opening might have been the size of an ordinary 
lead pencil. Gently loosening it I removed the diverticulum and 
closed the intestine in the usual manner. The intestine that had been 
surrounded by the diverticulum was quite dark, just as it is in cases 
of strangulated hernia. (F^. 2.) After I had sewed the intestine, 
the strangulated part of the bowel took on a healthy rosy color and 
was again extended to nearly its normal size. 

There was considerable shock following the operation. The 
patient was quite restless during the night, and the next morning, 
Sept. 20th, his temperature was lOi degrees and pulse 120. During 
the day we got him to pass a great deal of gas with an alum injec- 
tion, but he did not improve. His temperature increased to loa 
degrees and his pulse increased continually until it was imperceptible, 
and he died Sept. 21, at i A. M., 38 hours after the operation. 

Although the patient had passed a reasonable amount of urine 
for a person who took very little liquids into his system, the urine ' 
became scanty immediately after the operation, and in fact sup- 
pressed, only a few drachms could be obtained with the catheter, 
and the dull state of his mind made me give the diagnosis of uremic 
coma following the operation as the cause of death. 

Post-mortem examination six hours after. The place where 
the Meckel's diverticulum had been, seemed perfectly healthy, 
the calibre of the intestine that had been strangulated was restored 
to normal, and it seemed at first that the kidneys were the cause 
of death, but on exploring the right side of the abdomen, begimlii^ 
at the cecum, we found an absolutely gangrenous appendix which 
was walled in, covered by the cecum and the omentum, and I con- 
cluded that the physician who had first made the diagnosis was 
right after all. 
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To unravel th|s case seems to me ratlicr difficiilt, ss the appen- 
dix yfoa walled in and the general peritoneal cavity was not affected. 
The patient had evidently no symptoms indicatipg apg^di^ trouble 
when I saw him, although it is claimed he at tirst compUined qf 
pain over McBumey's point. 

As he had no temperature, I did not make a blood count ; there 
seemed no indication for it. All the symptoms were exactly those 
met with in intestinal obstruction, a strangulated hernia for in- 
stance, and I at first thought that it might be a volvulus which had 
been relieved by nature, (on account of the improvement of the 
symptoms,) and did not operate on him promptly, also the symp- 
toms had improved raring the first twenty-four hours. Comii^ 
because the man was in a very precarious condition and it was 
necessary for me to work very quickly. This case again shows how 
easily we may be mistaken in diagnosis, and that cases which seem 
so very plain and clear are apt to lead us astray. 



THE DIAGNOSIS OF POLYCYSTIC KIDNEY IN 
ADULTS. 

By CHARLES GREENE CUMSTON, 
Boston. 

In order to discuss the diagnosis of polycystic kidney as met 
with in adults, it is first necessary to consider the symptomatology 
of this affection, which, up to the present time, has, in reality, been 
little discussed. This disease may be absolutely latent and is only 
found at autopsy and these cases are certainly very frequent. Then, 
again, the affection may remain latent until the time when it kills 
the patient by a more or less rapidly developing uremia. The coma- 
tose form of uremia is very common and particularly interesting, 
and it may be said with truth that polycystic disease of the kidney 
should certainly be included among the causes of sudden death. 
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The uremia may be slower in development and more 
characteristic and in quite a number of recorded cases it will be 
found that the patients have been under observation for several 
days for gastro-intestinal disturbances, vomiting and diarrhoea, 
coinciding with intense headache, slight edema and a marked album- 
inuria, so that a diagnosis of uremia from interstitial nephritis has 
usually been made. These patients complain of no pain in the 
renal region so that abdominal palpation is not resorted to and under 
these circumstances the real nature of the disease is, of course, over* 
looked. However, I would mention a rather curious fact, namely, 
that, in a certain number of instances, besides the symptoms oC 
uremia, one has noted the presence of a tumor in the renal r^on, 
although no importance was attributed to it. Such facts as these 
prove that the diagnosis could have been made in a certain number 
of cases. 

I would now refer to the complete symptomatology, i. e., those 
cases where all the symptoms exist and where a diagnosis should 
consequently be made. The symptoms met with arc those of 
chronic nephritis and secondly the physicial symptrans of two 
symmetrical neoplasms present in the renal region. 

At the time the patients come under observation for symptoms 
of uremia they have been the bearers of polycystic renal disease for 
some time and consequently quite a marked cachexia will be present, 
in every way comparable to that met with in advanced interstitial 
nephritis. The patients are frequently pale, thin, and have a yellow- 
ish waxy look, but occasionally the loss of flesh is masked by the 
presence of edema. However, in a certain number of instances the 
general condition of the patient appeared to be flourishing, and 
this exists when the disease has been latent for a long time, suddenly 
manifesting its presence by important symptoms. It should be 
pointed out that in some cases the affection is compatible with a 
vital activity which frequently brings about uremia in subjects 
having chronic nephritis. Thus, for example, in a case reported by 
Dubar, the patient had had five pregnancies at term and nursed her 
five children without any symptom of eclampsia. 

Generally speaking, however, the general health is poor and 
out of 49 cases in which the general condition is noted, it was more 
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or less involved in 43 and frequently the patients were cachectic. 
In about y$^ of them symptoms of interstitial nephritis predom- 
inated, while in the remaining 25% evidences of renal neoplasm 
were present. In some cases in which the general condition was 
good and were a unilateral polycystic kidney was diagnosed, it may 
be that one was not dealing with the same pathologic condition as 
that under consideration in this paper. It is hardly necessary to add 
that there is no elevation of the temperature unless some inter- 
current acute affection arises and also if one makes exceptions of 
certain instances of perinephritic abscess complicating polycystic 
disease of the kidney, or of supurration arising in the cysts. 

The bronze coloring of the skin is a symptom that has been 
noted, recalling to one's mind that of Addison's disease. It has been 
noted by a number of competent observers and in one case there 
were a few pigmented spots which caused the diagnosis of disease 
of the adrenals to be made. However, these glands were found 
normal, but, in another case reported by Laveran, one of the 
capsules had undergone a pathol(^ic change. I believe that these 
cases are certainly of interest and should call the attention to the 
adrenals in cystic disease of the kidney. I would here point out 
that the pancreas may also be the seat of a lesion and perhaps the 
suprarenal gland may also be involved giving rise to the bronze skin 
which is pathognomonic of tuberculosis of this gland, but which may 
be met with in all destructive lesions arising within it. 

Edema has been considered a rather rare symptom in poly- 
cystic kidney, but, in point of fact, it is mentioned in a lai^e number 
of cases. It frequently extends to the lower limbs, body, face and 
eyelids and occasionally it is very marked. In some cases — and 
here it acts like the edema of interstitial nephritis when uremia is 
approaching — it diminishes during the last days of life. Generally, 
however, the edema is slight and intermittent. It assumes the 
characters of the edema encountered in interstitial nephritis where 
the urine contains a small quantity of albumen and evidences of 
renal impermeability. I shall point out that these symptoms are 
also to be found In the history of polycystic kidney and that the 
cases where the renal sjmiptoms are similar to those of parenchyma- 
tous nephritis, are exceptional. 
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Pollakiuria has been observed in several cases of polycystic 
kidney. Bond's patient had very frequent desire to urinate durit^ 
the early part of his disease and this is also noted in the cases re- 
corded by Stiller, Gairdner, Lamy, Malmsten and Bensaude. It 
is not an easy matter to form an opinion as to the quantity of urine 
qnitted during the disease, because this ^eatly varies accordii^ 
to the period of the affection at which it is studied. Thus, in the 
cases of Lejars, Jaccoud and Bouchacourt, who mention a complete 
anuria during the last few hours of life, in those recorded by Lipari 
and- Piazza-Martini, in which the anuria lasted several days, one 
is simply dealing with patients who have arrived at the end of the 
pathologic process, in other words to the stage of anuria, which is 
common to all renal affections, even those which ordinarily present 
a polyuria. The quantity of urine should be studied before the 
terminal period of the disease, in which case it will be found that 
polyuria is frequent. This polyuria is, however, not marked and is 
often intermittent ; the amount may attain from 3, 5 or 1 1 litres in 
24 hours, but, more frequently, it amounts to 2 and 2]^ litres. 

It has been said that the polyuria may be intermittent and this 
interroittency may alternate with other symptoms as is often seen 
in nephritides. For example, in Lejars' case it was noted that, at 
the time the patient suffered most, the urine diminished in quantity 
and there was even suppression for ten hours ; during these short 
periods of anuria, there was intolerable pain in the right lumbar 
region. Then the urine was voided and the pain diminished. It 
will be seen that this clinical picture closely resembles that of renal 
lithiasis and there is another instance reported by Vitrac in every 
was similar to the one just referred to. Consequently, it may be 
said that, in cases of polycystic kidney, a rather accentuated poluria 
may be met with, similar to that encountered in interstitial nephritis. 
Albuminuria is the rule in polycystic kidney and, although it has 
not been noted in all cases, it is because in a large number of them, 
the patients are seen only when in coma and the urine has not been 
obtained. But in several instances the urine drawn from the bladder 
after death was found albuminous. According to Luzzatto albumin 
was very abundant in 16 cases, of a medium amount in 27, while a 
trace only was found in 36 cases. These facts are quite similar 
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to the amount of albumin found in interstitial nephritis, where the 
amount is usually slight, contrary to what is Observed in the paren- 
chymatous form. The physical characters of the urine are also 
those of interstitial nephritis. Generally it is pale and of low specific 
gravity. Of 54 cases collected by Luzzatto the density in 45 was 
lower than normal, while in only 9 cases was it normal or above 
the normal. Casts are met with sometimes. They were very numer- 
ous in the case* recorded by Steiner and only infrequently will 
epithelial casts be found, as in Arnold's case. More frequently, they 
are simply granular or hyalin casts. In all these cases there was a 
coexisting albuminuria. In 28 cases the presence of leucocytes or 
renal epithelium was also noted. Urea is usually small in amount, 
not only during the period of confirmed uremia, but during the en- 
tire course of the disease. Thus, in the case of Menetrier et Auber- 
tin, it amounted to 5.73 grms. in 26 hours. The proportion of salts, 
such as the phosphates and chlorides is usually low and sugar is 
always wanting. The same cannot be said of the biliary pigments, 
either normal or modified) even in those cases which present marked 
hepatic lesions. 

Hematuria has been considered by Lejars as frequent in poly- 
cystic kidney. In fact, it has been mentioned 40 times out of 250- 
cases. Of this number 18 cases presented a palpable tumor, while in 
16 there was no tumor and in 6 the polycystic kidney was unilateral. 
It is very variable in its aspects, because it has been seen during the- 
entire disease, but rarely has it been sufficiently abundant to in in- 
self present a serious prognosis. It may last for a long time and 
return. For example Gairdner's patient had repeated attacks of 
hematuria accompanied with attacks of pain during eighteen years. 
On the other hand it may appear late in the disease, as in Whipham's 
case, where it only occurred two days before death, while in the 
instance recorded by Schachmann the patient voided nearly 250 cc. 
of almost pure blood during his last hours of life. Sometime the 
hematuria is produced by traumatism, or an infectious disease, such 
as pneumonia, and often it is announced by a recrudescence of the 
lumbar pain. Usually, it accompanies the attacks of pain which are 
similar to nephritic colic, and then again, it may alternate with poly- 
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It is difficult to explain the production of hematuria satisfactor- 
ily, for there is nothing in the pathologic study of a polycystic kidney 
which would lead one to suppose that renal hemorrhage could take 
place. It is difficult to see what portion of the cystic growth could 
bleed, because this neoplasm has no relationship to carcinoma or 
sarcoma of the kidney, where one meets with an ulcerative process 
of the renal tissue and of the tumor itself, which is more less vascu- 
lar. Now, there is nothing of the vascular nature- in a polycystic 
kidney and nevertheless, I would point out that collections of blood 
may take place in the cavity of the cysts, since the liquid contained 
in them bears more or less of a chocolate color. Ii ts possible that 
a hemorrhage of a similar nature takes pUce in the pelvis of the 
organ, or, on the other hand, the hematuria may merely be the result 
of a simple congestion of the organ, a pathogenesis admitted by 
some writers in the case of other renal neoplasms. 

Cardiac hypertrophy is a symptom frequently noted and is 
more evident in the left ventricle as in the case of interstitial 
nephritis. The apex is lower than normal and is usually found in 
the sixth intercostal space ; the precardiac area is increased and the 
apex of the heart beats rather violently. By auscultation, one may 
sometimes detect an increase of the second aortic sound (Strubing), 
sometimes an aortic murmur (Orritlard) ; and lastly, in some cases, 
there is a bruit de galop. In other words, these are merely cardiac 
symptoms quite similar to those encountered in interstitial nephritis. 

Certain writers have described arterial hypertension, the pulse 
beii^ hard and tense. This phenomenon is in direct relationship 
with the condition of the heart. And the hypertension is quite 
similar to that of interstitial nephritis, and, without any doubt, is 
-the result of renal impermeability. 

As far as renal permeability is concerned it has been found con- 
siderably diminished by Mcnetrier and Aubertin ; they found that 
one gram of potassium iodid appeared in the urine 25 minutes after 
its ingestion in a very small amount, then increased and reached its 
maximum ; fourteen hours later. Elimination continued with a 
medium intensity and was quite constant during the second and third 
days following, while it had completely ceased on the fourth day. 
If one considers that normally such a dose of iodid readies its 
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maximum of elimination within from three to six hours and rarely 
lasts after the space of thirty hours, it becomes evident that there is 
a considerable retention of the iodid in the organism, and that, if 
there is no delay in the appearance of the drug in the urine, the time 
of the maximum elimination has been considerably delayed. Such 
a condition of affairs take place exactly in the same way in the 
arterial ^pe of chronic nephritis. 

These same authors have also experimented to see if the iodid 
passed through the walls of the cysts and in the liquid withdrawn by 
puncture during life, it was impossible !<»* them to detect the drug 
by the ordinary laboratory methods. But, after death, having a 
larger quantity of liquid at their disposal and resorting to more 
minute procedures, they were able to detect its presence in small 
quantities in the liquid taken from cysts — ^nearly eight days after 



All the symptoms of interstitial nephritis are consequently 
found in polycystic kidney, namely, polyuria, albuminuria, slight 
edema, cardiac hypertrophy, arterial hypertension, renal in^>ermea- 
bility and this is so striking that tn a large niunber of cases 
reported, the diagnosis was one of nephritis when the patients could 
be followed for sometime. But, to these symptoms another should 
be added the presence of a tumor. 

If one cannot feel the tumor itself one may elicit a sensation of 
If one cannot feel the tumor itself one may elicit a sensation of 
resistance in the renal region and, as may be conceived, this is the 
most important symptom of the disease, because it alone is pathog- 
nomonic and, although it has been quite infrequently noted by 
observers, it is because no functional symptom has drawn the atten- 
tion to the renal region. 

Like all renal growths the polycystic kidney develops forwards. 
The abdomen is occasionally large and distended ; it is 
symmetrically developed when one of the cystic kidneys is consider- 
ably larger than the other, while, in the case recorded by Rose, an 
enormous fluctuating tumor filled the entire left side, occupying 
the hypochondrium and extending beyond the median line. 

By palpation a rather hard, irregular tumefaction can be felt, 
fluctuation is rarely made evident and the growth is painless. It 
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often extends into the iliac fossa and it is easy to feel it under the 
ribs. The tumefaction extends almost to the median line and is not 
influenced by respiratory movements and generally there is no renal 
ballottement. Although one may ordinarily discover one of the 
polycystic kidneys with ease, its mate is generally much more 
difficult to discover. However, by exploring the opposite side of 
that which is the seat of the most accessible growth, and one should 
always carry out this examination, one will very- frequently find 
another tumor quite symmetrical to the first one found, although 
much smaller and deeply seated under the ribs. In order to detect it 
considerable pressure must be used so as to depress markedly the 
abdominal wall. Above, these degenerated kidneys are hidden on 
the right side under the liver, while, on the left, they are covered by 
the spleen, and on this account it is quite difficult to distinguish 
the percussion dullness of the two organs. Percussion is always of 
little use, at least on the anterior aspect of the abdomen, where the 
diseased kidney is almost always covered by the colon, whose 
sonority hides the renal dullness. On the sides it may somewhat 
help to map out the limits of the growth. It is possible that the 
stethoscope may be of service, but this means of investigation does 
not equal the most simple one of all, viz., palpation, which is gen- 
erally quite sufficient to make evident a polycystic kidney. In 22 
cases the growth was found on both sides ; in iS it was only found 
on one side. As may be seen, this is a quite frequent circumstance 
and that often one of the growths, the largest or the most superficial, 
is the only one to be detected. In some cases, a polycystic kidney 
is hidden by an infiltration of the perinephritic tissues. And lastly, 
in some cases, the organ has been found movable and, in one case, 
a diagnosis of carcinoma of the stomach was made on this account. 
But, usually, the mobility is not pronounced and the growth gives 
one more the impression of a movable kidney and this condition of 
affairs has been recorded in 11 cases. 

These growths rarely give rise to fluctuation and when fluctua- 
tion can be elicited, it is found in certain points in the tumor, with- 
out doubt being due to the greater or less distension of the cysts, or. 
in some cases, points of softening have taken place in the growth. 
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Usually, the left kidney is more easily accessible, or, when a 
bilateral growth has been found, the left kidney has been the larger. 
During observation of the patient the tumors have been found to 
increase in size, but what is more interesting is an increase in size 
of the cystic growth coinciding with a perod of more or less marked 
anura. 

According to Lejars, pain is frequent and presents in an atten- 
uated way the characters of pain arising in malignant disease of 
the kidney. Its maximum is found in the Itmibar or lumbar 
abdominal regions. It is shooting and often extends towards the 
abdomen, the iliac fossa, thigh or testicle. Sometimes it extends 
upwards towards the thorax. It often takes place in attacks similar 
to those of nephritic colic and may or may not be accompanied with 
hematuria. In the cases reported by Jarman and Duplay it was 
incresaed by the erect position and fatigue, without doubt the result 
of traction on the pedicle of the kidney. Frequently, the pain merely 
is complained of as a sensation of weight in the lumbar region, or a 
continued dull paid, slightly increased by the erect position. 

Pains, with extension into the lower limbs should, it would 
seem, be in relationship to compression of the lumbar plexus which 
is in relationship to the growth. The blood vessels are often com- 
pressed, so that, in one case, varicose veins appeared sometime after 
the commencement of the pain, first on the right side and then on 
the left, In this case the growth on the right was larger than on 
the opposite side and the veins increased at the same time that the 
growths underwent their development. An increase in size of the 
subcutaneous abdominal veins met with in another case is also 
probably due to compression. 

Exploratory puncture has been resorted to in only four cases 
that I am aware of. In the case of Mauwerk and Hufschmid, tfte 
fluid was limpid, light yellow, slightly acid and contained albumin. 
In Perron's case it was coffee colored, while in that recorded by 
Hohne, this was most interesting because the growths on both sides 
were punctured. On one side the fluid was cloudy, dark brown 
in color, alkaline and contained much albtmiin, while the fluid with- 
drawn on Uie other side was light yellow in color and contained 
epithelial cells. M^n^rier and Aubertin drew oFF in the same 
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puncture from the same growth several different fluids containing 
all the elements of the urine. No epithelial cells were found and 
bacteriological examination proved it to be sterile. In four cases 
when puncture was resorted to no disturbances were produced 
either of a uremic or an infectious nature. From this it may be 
concluded that puncture is inoffensive and that it alone allows one 
to make a positive diagnosis of polycystic kidney, because it draws 
off a liquid presenting all the chemical characteristics of the urine, 
thus proving the renal origin of the cysts ; and still more by allowing 
one to withdraw from the same tumor several different fluids, it 
allows one to affirm that the disease is polycystic tn nature. Con- 
sequently, I believe that puncture should and ought to be resorted 
to every time that a suspicion of polycystic kidney isxists. Only one 
thing I would suggest and that is that the needle employed be of 
fairly large calibre and the point of election should be just below 
the ribs and on the side rather than in the abdominal region because 
CMK will thus be less likely to pass through the peritoneum or the 
colon, which, m certain cases, may t>e flattened out over the tumor 
and detected with difficulty. I would also point out that, after 
puncture, the tumor may decrease considerably in size, although, 
after a few days, it will return to its former dimensions. 

In the exploration of the liver, one must not hope to come upon 
as precise indications as those furnished by the examination of the 
kidneys. In point of fact, the liver is far less frequently hyper- 
tropbied than the kidneys and generally it is hidden under the ribs. 
However, when increased in size to any extent so that it may be 
perceived by palpation and percussion, the tumor may be sufficiently 
laige to fill a considerable portion of the abdomen. The dii^nosis 
was made more precisely in Peterson's case, where palpation showed 
an unequal surface of the hepatic gland. Sometitnes the organ is 
painful on pressure. In only one case that I am aware of was 
puncture of the liver undertaken, and here one was dealing with an 
enormous growth filling the entire right flank, so that the diagnosis 
was uncertain between a cancer of the kidney and a hydatid cyst of 
the liver. Puncture of the liver withdrew a bright yellow liquid 
containing no hydatids. As to other symptoms of the hepatic type 
it may be said that they are exceptional. Just as hydatid cysts 
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which, only destroying a smalt amount of parenchyma, produce no 
s^8 of hepatic insufficiency, so cysts of the liver are not accom- 
panied by any apparent disturbance in the biliary functions; they 
do not give rise to the presence of biliary p^ments in the urine 
and icterus is, I believe, hardly, if ever, noted. In one instance alone 
was ascites present. 

The linal outcome of polycystic kidney is always the same, 
namely, an unavoidable consequence resulting from the progressive 
destruction of the renal parenchyma. This uremia may occur spon- 
taneously little by little, following a progressive increase of the 
symptoms of interstitial nephritis to which becomes sutxessively 
added those of renal insufficiency; or, <»i the other hand, it may- 
arise suddenly due to an intercurrent disease, or it may be produced 
by a too hasty nephrectomy. In the latter case it occurs within 
forty-eight hours to three days after the operation. When the 
uremia becomes established little by little, it is more prone to take 
on the gastro-intestinal type. In this case, vomiting is the most 
frequent phenomenon, while diarrhoea is less common. The stools 
may be bloody. To these symptoms pyrosis and epigastric pain 
become added, the latter being very similar to that met with in 
eclampsia. The uremia may also assume the nervous tvpe, in which 
case headache is the most frequent symptcnn ; it is accompanied by 
somnolence, apathy and some psychic disturbances. Eclampsia is 
rare and the same may be said of tetanic contracture which has 
been noted by Jaccoud. Cramps have been observed by Eve and 
Legrand. Disturbances of the vision are frequent, such as in- 
flammation of the retina and amblyopia. Myosis has also been men- 
tioned in this iorm of uremia as in uremia from other causes. 

All these nervous disturbances are simply the prelude of the 
comatose state, which is the ultimate phase of the uremia of poly- 
cystic kidney, as it is the end of all other uremias. The respiratory 
disturbances are far less frequent than those of the gastro-intestinal 
and nervous disturbances; Legars has mentioned attacks of noc- 
turnal asthma and continued dyspnoea. Death does not occur of 
necessity from uremia, but may be the result of intercurrent diseases, 
of which pneumonia and broncho-pneumonia are ordinarily met with. 
And lastly, death frequently accrues from cerebral hemorrhage. 
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In some instances,, suppuration of the cysts or the perirenal 
tissue has been observed, in which case pain will be complained of 
in the lumbar region, while the urine becomes purulent, when the 
cyst opens into the renal pelvis. The perinephritic abscess has also 
been known to open into the intestine or even the stomach. Sui^ical 
interference in these cases has resulted in death, although in one 
case, reported by Thiriar, a fortunate outcome occurred after spon- 
taneous opening of the abscess and death only occurred later as the 
result of a nephrectomy. 

The diagnosis of cystic degeneration of the kidney has been 
considered as practically impossible. This diagnosis is, however, 
possible because it has been made in a number of instances during 
life and these have been controlled by autopsy. As already pointed 
out, it has only been rendered absolutely evident by puncture in four 
cases. Now, not only this diagnosis is possible, but I am firmly of 
the conviction that, when the symptoms characterizing the disease 
are complete, it is relatively easy. One has merely to recall that, in 
a certain number of instances, those reporting them have noted the 
presence of one or even two tumors in the renal region, coexisting 
with sjmiptoms of chronic nephritis, although no other conclusion 
was drawn. Is it not evident that, if, under these circumstances, 
cystic degeneration of the kidneys had been thought of, the diagnosis 
would have probably been easy to make? It appears to me that, 
although the diagnosis has so rarely been made, it is because the , 
polycystic kidney has been wrongly considered as an affection in 
whose symptomatolt^ the symptoms due to the neoplasm are fore- 
most, as an affection with the s3'mptomatol(^y, so to speak, surgical. 
On the contrary, most usually, it is not the growth which draws 
attenticm, but the symptoms of chronic nephritis and usually the 
resulting uremia. The neoplasm must be looked for, because, ordi- 
narily, the attention of the attending physician is not drawn to it. 
Consequently, one should recall a polycystic kidney in every case 
where symptoms of chronic nephritis which are somewhat atypical, 
are observed, or when symptoms of sudden uremia predominate; 
or, in cases of lumbar pain less characterized than those of nephritic 
colic and which are occasionally accompanied with hematuria. Like- 
wise, in cases of renal neoplasms, not presenting a distinct sympto- 
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matolc^ of carcinoma, saruuna, hydronephrosis or pyonephrosis; 
and lastly, and above all, in every instance of bilateral renal growth. 
Bilaterality of the tumor is, in point of fact, a most important sign, 
but it must be admitted that it is frequently wanting and that one of 
the kidneys is, either less voltmiinous or more deeply seated than 
the other, so that it will pass by unnoticed. Thus may be explained 
the diagnostic errors of hydronephrosis, pyonephrosis, renal tuber- 
culosis and carcincHna of the kidney. 

The diagnosis from the differential standpoint must be made 
with chronic' nephritis and particularly interstitial nephritis. It 
is well understood that if nothing draws the attention to the possi- 
bility of a renal tumor, no pain and no uneasiness in the renal 
r^on, ik is quite excusable not to think of polycystic kidney when 
in presence of an infection whose symptomatol<^ is simply that of 
a nephritis, complicated or not with uremic accidents. However, 
although this affection is not common, it is a wise precautko to 
palpate the renal region of every case of acute or subacute uremia. 
In point of fact, it is known that uronia is not of necessi^ the 
ultimate result of a nephritis and that it may be due to a hydro- 
nephrosis or a bilateral pyonephrosis as is demonstrated in instances 
of carcinoma of the uterus and to which we would add pdyc^stic 
degeneration of the kidneys. In all these diseases palpation will 
allow one to arrive at a correct diagnosis and to discover the un- 
ilaterality or bilaterally of the lesion, while puncture will remove 
all doubts. 

In hydronephrosis we have a unilateral tumor, generally less 
voluminous than a polycystic kidney, fluctuation is often present, 
while its surface is smooth. Cathcrterism of the ureters may be 
resorted in order to demonstrate that one kidney is functionally 
destroyed. In hydronephorsis puncture will only exceptionally result 
in the withdrawal of a bloody fluid and frequently the liquid is in 
composition more like that of normal urine than in polycystic kidney, 
at least when the hydronephrosis is of relatively recent date. 

Renal Itthiasis whose principal complication is nephritic colic 
is not infrequently more or less completely simulated by the attacks 
of pain arising in polycystic kidney, but in the case of the former 
the renal tumefaction is much more painful on pressure and it is 
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present during the entire attack, so that, after the pain has disap- 
peared, it also disappears. For that matter, tumefaction is fre< 
quently wanting and does not represent a true tumor as in the case 
of a cystic kidney. Then, again, the symptons, with very rare 
exceptions, are strictly unilateral, at least the physical symptcnns, 
because, as is known, the pain may, in some few instances, extend 
to the healthy kidney by a reno-renal reflex. Let it also be said that 
hematuria is more constant and that the anuria is more intense 
during the colic while pain along the penis is very marked and that 
calculi may be found in the urtne emitted after the attack, which, 
of course, settles the diagnosis. 

A mistake in diagnosis between a polycystic growth with a 
movable kidney has been made upon several occasions, when one 
of the kidneys, losing its relationship with the renal pocket has 
descended towards the iliac fossa. One of the symptoms which 
causes confusion in the minds of the surgeon is the pain produced 
by movable kidney and which occasionally may be quite similar to 
that set up by polycystic kidney, namely, a painful weight, especially 
marked when the patient is standing. But in the case of movable 
kidney the tumor is unilateral, it can be reduced into the lumbar 
fossa and is accompanied by no symptom of nephritis. 

Pyonephrosis is ordinarily accompanied by symptoms of sup- 
puration, that is to say, a more or less marked elevation of the tem- 
perature and especially purulent urine. The tumor is unilateral and, 
if punctured, a purulent or sero-purulent fluid will be withdrawn. 
In these cases one is dealing with symptoms of infection and not 
with those of nephritis. 

Carcinoma of the kidney is unilateral. It has a far more rapid 
progress and is accompanied, especially if of a epitheliomatous nature, 
with an early cachexia. The growth increases rapidly in size, and, 
especially in the case of sarcoma, may attain enormous dimensions. 
And here hematuria is almost always constant, it is large in amount 
and repeated, to such an extent that the patient may become so 
anemic that the anemia may in itself become a danger to life. Pain, 
which may be absent, is, however, usually intense. 

And lastly, let us mention neoplasms of the spleen and especially 
hydatid cysts of this organ and those of the liver. When the latter 
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organ is the seat of this disease and becomes pedunculated, it may 
closely simulate a renal tumor to such an extent that the phenomentm 
of ballottement may be present. A hydatid cyst, of the kidney is 
generally single and unilateral and, as far as I have been able to 
ascertain, is far less frequent than polycystic kidney. In this case, 
however, puncture alone will allow one to make a correct diagfnosis. 
And lastly, as other causes of an erroneous diagnosis, I would 
mention cysts of the mesentery, of the pancreas and all abdtnninal 
growths, even ovarian cystomata, but these are errors in diagnosis 
that one will rarely have occasion to commit. 



THE DIAGNOSIS OF ABNORMALITIES AND DISEASES 
OF THE URETERS. 

By F. M. JOHNSON, 
Boston. 

Diseases of the ureters rarely occur alone, but are usually asso- 
ciated with lesions of either the bladder or the kidney or both. In 
the dif^osis of diseases of the ureters, there is no method which 
^ves such certain results and which olTers such a positive means of 
identifying the presence of abnormal conditions in the ureter as 
catheterization through the cystoscope. 

By means of catheterization of the ureter, we are able to recog- 
nize most of the anomalies, injuries and diseases of this organ, and 
at the same time, arc often able to apply treatment for inflammatory 
ronditions, strictures, etc. It is my purpose in this brief paper to 
review, in a general way, the most common lesions of the ureters and 
to speak of their diagnosis, as well as to consider the clinical history 
of an illustrative case, which shows strikingly the results of ureteral 
lavage. 

The anomalies of the ureters correspond very closely to those 
of the kidneys. When one kidney is absent, the corresponding ureter 
is usually also lacking. When there is a horseshoe kidney, there 
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may be two separate ureters supplying but one kidney. Double 
ureters have been described in some cases, the duplici^ bemg either 
complete or incomplete. When the ureters are incompletely double, 
the upper part only is divided. The double ureters may run parallel 
or may cross. A double ureter is said to be quite common and to 
occur in about 3% of cases (Wagner, Handbuch der Urologie, Vol. 
2, page 62). Congenital stenosis or congenital obliteration of a 
part of the ureter ; congenital torsion and kinking of the duct, and 
abnormal insertions of either end of the ureter are other anomalies 
which may be met with. Occasionally, the ureter has been found 
inserted into the female urethra. In other cases, the duct terminated 
in a blind sac, or ended in a cyst-like dilatation at the vesical end, 

A very common annnaly is an abnormal position of either one 
or both ureteral openings in the bladder. This, in my experience, is 
quite frequent, and I have often noticed that while one ureter was in 
its normal position, the other was difficult to locate and when found 
was entirely abnormally situated. 

Injuries of the ureter are rarely caused by external violence, 
and in most cases reported, the pelvis of the kidney was also in- 
volved. Le Dentu was able to collect only 20 cases of this sort from 
the literature. These injuries are caused either by compression or 
crushing, or else by stab wounds. Occasionally gunshot wounds 
have been reported. The diagnosis of these injuries is made from 
the appearance of a traumatic ps'eudohydronephrosis, due to the ex- 
travasation of urine retroperitoneally through an opening in the 
ureter. Sometimes the extravasation travels down into the region 
of the psoas and the swelling appears in the iliac fossa. If the 
peritoneum is broken through, urine and blood flow into the cavity, 
and peritonitis rapidly develops. Operative treatment is, of course, 
indicated at the earliest possible moment in these cases. 

A much more cranmon and clinically important class of in- 
juries of the ureter are wounds resulting from some operation, such 
as a vaginal or abdominal hysterectomy. In such cases the passage 
of a catheter will at once locate the injury. Ureteral fistulae in 
women resulting from compression of the fetal head during labor 
are also diagnosed by the passage of ureteral catheters. 

Ureteritis and periureteritis are very rarely observed without 
coincident inflammations of the bladder or the kidney pelvis or both. 



,y Google 



Johnson: Diagnosis of Diseases of -Ureters 6i 

Israel has reported one or two cases of what seems to be primary 
ureteritis. White, Stern and Viertel (Allgemein. Med. Centralztng, 
1898) speak ol pseudomembranous ureteritis, in which cast-like 
masses, several centunetres long, were passed from the ureters. 
Another form of ureteritis which is rare, and the cause of which 
is still unexplained, is a chronic interstitial ureteritis, described by 
Schede, in which the ureter is gradually obliterated by the inflam- 
matory process. 

Periureteritis is an inflammation of the cellular tissue surround- 
ing the ureter, and has been reported in a few cases, in some of 
which it was due to an impacted stone. 

Tuberculosis of the ureter is probably never primary. Israel, 
however, has reported a case of stricture of the ureter in a girt 20 
years old, in which, on microscopical examination, a tuberculous 
focus was found, although the bladder and the kidney were intact. 
Tuberculosis of the ureter is due, either to a descending or an 
ascending process of infection. The diseased ureter is thickened and 
its orifice may be swollen or edematous, or else ulcerated. The out- 
line of the orifice is irregular and the catheter enters with difficulty, 
owing to the thickened mucous membrane and to the presence of 
kinks or strictures. In order to make the diagnosis certain, tubercle 
bacilli must be found in the urine. The treatment, when directed to 
the bladder alone in such cases, is naturally without avail. 

Tumors of the ureters occur extremely rarely as primary affec- 
tions. The few cases that have been reported were papillomas or 
sarcomas, which were primarily derived from the pelvis. Schede, 
however, has reported a lai^e primary sarcoma of the upper part 
of the ureter, while Neelson and Jona record cases of ureteral 
epithelioma. When they are present, ureteral tumors may usually, 
therefore, be regarded as extensions from similar growths in the 
kidney. These growths are difficult to reo^nize, even with the 
ureteral catheter. The dominant feature is usually a hydronephro- 
sis, or as Israel points out, an intermittent hematonephrosis, that is 
an intermittent swelling, retention of urine and hematuria. When 
the ureteral catheter is able to dislodge fragments of tumor, which 
may be washed out into the urine, the presence of a papilloma may 
be detected by microscopical examination. In some instances, the 
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presence of abnormal groups of epithelial cells points with other 
signs to the possible presence of carcinoma. 

Ureteral calculi are either derived from the kidney, and are 
then known as secondary ureteral stones, or else are formed in the 
ureter itself, when they are known as primary stones. The latter are 
rare and consist chiefly of phosphates. When a stone is arrested in 
the ureter, it is generally lodged in two or three positions. Of 
these, the most common are immediately at the beginning of the 
ureter, close to the pelvis of the kidney, and below, at the mouth of 
the ureter, just above the bladder. A third position, according to 
Israel, is at the junction of the lumbar and pelvic portions of the 
ureter. Stones may, however, be arrested in any part of the ureter, 
when there are injuries or inflammatory conditions causing obstruc- 
tion. 

The complete obstruction of the ureter by stone is characterized 
by an attack of renal colic and more or less complete anuria. When 
the obstruction is incomplete, there may be no symptoms, and a cal- 
culus may be impacted for years without giving any clew to the 
diagnosis. The walls of the irreter may dilate above and around the 
stone and urine may continue to be secreted ; or else, there may be 
more or less blocking of the urinary outflow and hydronephrosis may 
gradually develop. Infection may follow and a pyonephrosis may 
be the result; while some sudden jar or accidental jamming of the 
stone may produce acute symptoms which lead to the diagnosis. 

In speaking of the diagnosis of ureteral calculus, a few words 
must be said flrst of other clinical features that aid in detecting this 
condition, aside from ureteral catheterization. The latter cannot be 
applied during the acute and agonizing attacks of ureteral colic, 
which are the result of the movements of the stone. Renal and 
ureteral colic present a characteristic clinical picture. There is 
sudden and sharp pain, cramp like tn nature, and referred to the 
side corresponding to the affected ureter. The pain may be referred 
to the groin, the back or the abdomen, and as a rule shoots down- 
ward along the ureter toward the neck of the bladder, then into the 
urethra, to the very end of the penis, or into the scrotum or testicles. 
The pain may be continuous or it may occur intermittently, in fre- 
quent or repeated exacerbations. There may be vomiting and the 
patient may lose control both of his bladder and rectum. There 
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may be frequency of urination or retention of urine, according to 
the conditions of the obstruction. 

The examination of the urine under the microscope in cases of 
ureteral stones will usually show, during or soon after the colicky 
attacks, more or less red blood cells, epithelia from the pelvis and 
ureter and a trace of albumin. When there is pyelitis or pye- 
lonephritis coexisting — and this frequently happens — there is a con- 
siderable quantity of pus and there are many bacteria in the urine 
in addition to the other elements mentioned. Crystalline masses, 
or an amorphous deposit of phosphates of urates are met with in the 
sediment in some cases, thus suj^esting the nature of the stone. 

When the calculus is finally passed through the ureter and enters 
the bladder, there is a complete and sudden cessation of the pain 
and a diminution of the bleeding, if any was present. In making 
the diagnosis of renal and ureteral colic, a number of conditions 
must be differentiated. 

In intestinal coUc, the pain and tenderness on palpation are 
diffused widely over the abdomen; the intestines are usually dis- 
tended with gas and there are other symptoms of gastro-intestinal 
involvement. When the appendix is the seat of the trouble, there are 
no changes in the urine and the tenderness is more definitely localized. 
In gallstones, the pain is epigastric, and if there are any changes in 
the urine, the presence of biliary pigments is shown. In spermatic 
colic, an examination by rectum will demonstrate marked tenderness 
of the seminal vesicles. 

Thus it will be seen that, while other conditions may simulate 
the symptoms of a passing stone, yet enough clinical signs are posi- 
tive in all these conditions to establish a true diagnosis in almost 
every case. 

Occasionally, one can detect the location of the stone by the 
presence of a quite definitely circumscribed seat of tenderness along 
the canal. Very rarely a stone can be felt in the ureter by direct 
palpation. For this, the ureteral stone must be of considerable size. 
In women, stones located in the lower part of the ureter have been 
made out by vaginal palpation. In men, such stones have been felt 
by rectal palpation with counterpressure with a stone searcher in 
the bladder. 
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The Roentgen rays do not always give very positive results, in 
cases of calculi in the ureters, but with the improvements in the 
technique, which have lately been introduced, the results may be 
expected to be continuously better. 

In a few cases, in which the ureteral stone was at the very 
mouth of the ureter, it was actually seen protruding frcnn this moutK 
or distending it, through the direct or indirect cystoscope. When 
the stone has been in the lower part of the urrter tor some time, the 
vesical orifice may be seen to be distorted or edematous. 

The most important means of diagnosing calculi in the ureter 
is the ureteral catheter. This may be either plain or wax tipped. 
1 he latter catheters are useful inasmuch as the rough markings of 
the stone make an impression upon the wax, which are seen when 
the catheter is removed. The catheter quiddy detects the presence 
of obstruction and of a hard and unyielding object in the course of 
the ureter. A special apparatus has been devised also for trans- 
mitting through the ureter the sound of the click which is produced 
when the tip of the catheter touches a hard object such as a stone. 

The limits of this paper do not allow me to consider more in 
detail the various diseases of the ureters and their diagnosis. Con- 
tenting myself with the above brief sketch, I now pass on to the 
h'Story of one of my cases, which, I think, presents a number of in- 
teresting points and sheds no little light upon cases of similar char- 
acter, in which, as in this case, the symptoms were obscure and 
diagnosis could not have been made nor the proper treatment applied 
without ureteral catheterization. 

Mrs: P. , age 35, was married 15 years. She has two 

children, 13 and 14 years of age. She has had two miscarriages, 
the last one ten years ago. Her family history is negative. Her 
father died at the age of 52, of pneumonia, and her mother at 48, of 
typhoid fever. She is one of a family of nine children, all of whom 
are living and well. Her illness began with the birth of her children. 
Since that time she received local treatment, up to nine years ago, 
when perineorrhaphy was performed, which procedure gave some 
relief. Catamenia were normal up to the last few years, when she 
had a great deal of backache and bearing-down pain, with marked 
and constant leucorrhea, causing extreme irritation. Urination was 
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frequent, especially at night, with pain at the end of the act. The 
bowels were regular and her appetite was good. She was extreme- 
ly nervous. Dr. \\'. Burton Thorning, of Winchenden, Mass., was 
consulted in February, 1902. At this time, she complained of blad- 
der trouble, which was persistent in character, although treatment 
was given for it. In April, after several months' treatment, with little 
or no relief, she was examined. The patient was found to have a 
lacerated perineum and a prolapsed uterus. An operation was ad- 
vised, and the patient was referred to Dr. W. H. Baker, of Boston, 
Mass. 

The vaginal examination then made showed the uterus retro- 
verted, with adhesions. The perineum was deficient on the left side. 

March 31st. Ventral suspension and left perineorrhaphy were 
performed. 

April 22nd. The patient was discharged, cured of the uterine 
troubla. 

Jan. 3, 1903. A cystoscopic examination by Dr. Baker revealed 
a slight congestion of the vessels on the surface of the bladder. 
There were three or four small elevated portions of membrane 
having the appearance of papillx (enlarged) at the vesical neck, and 
one like a caTbuncIe at the meatus. A spray of silver nitrate was 
used. 

Oct. 29, 1904. An examination showed great tenderness on 
right side of pelvis. 

Nov. 16, 1904. A laparotomy was performed. Both utero- 
sacral ligaments were found very tight. These were cut and ap- 
pendectomy was performed. A .pathological examination showed 
chronic appendicitis. 

E)ec. 8. The patient was discharged. All measures failed to- 
relieve the bladder trouble which had grown steadily worse. 

Dr. Thorning considered the case to be one of chronic cystitis, 
and in addition, there was present a peculiar, burning stinging pain, 
constant in character, and apparently corresponding to an exquisite- 
ly sensitive area, at or near the trigonum. The urine showed 
abundant pus cells, broken down epithelia, many blood cells, and a 
few hyaline casts. The diagnosis was chronic ulcerative cystitis. 
Treatment, local and general, was given. In three or four months 
she was improved, with tlie exception of the pain and soreness. D'. 



,y Google 



66 The Archives of Diagnosis 

Thorning then discovered that the point o{ tenderness was situated 
more posteriorly, and appeared to be the right ureter, which was 
enlarged to the size of a lead pencil, and as hard. The patient was 
sent to Dr. H. for examination, who concurred in the diagnosis. 

In November, J904, she again consulted Dr. Baker, and the 
operation mentioned was performed. 

The writer is indebted to Drs. Baker and Thorning for the 
notes concerning the case, and also for therr kindness in referring 
the patient to him. 

December, 1904. A cystoscopic examination was made. The 
bladder was congested, markedly so about the neck. The right 
ureter was swollen at the opening, and was reddened and irregular 
in its outline. The opening was very small, and only a very small 
and sharp-pointed catheter could be passed at all, and then only for 
a short distance, as obstructions were met and the passage of the 
catheter was extremely painful. The urine at this time proved the 
existence of lithemia, chronic catarrhal pyelonephritis and chronic 
catarrhal cystitis. 

After a few attempts, the kinks or obstructions in the right 
ureter were overcome and the catheter could be passed to the pelvis 
of the kidney. 

ANALYSIS OF THE SEPARATE URINES: 

Right: Crystals of uric acid gravel few 

Red blood corpuscles small numbers 

Pus corpuscles with fat globules few 

Epithelia from convoluted tubules few 

Epithelia from pelvis and ureter few 

Granular casts few 

Left : Crystals of uric add few 

Granules of urate of soda moderate numbers 

Crystals of oxalate of lime few 

Red blood corpuscles few 
Epithelia from convoluted tubules, pelvis 

and ureter few 

Lavage of the kidneys with warm antiseptic and healing agents 
began to give relief almost immediately. In the interim of cystos- 
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copic examinations, the bladder was washed out by her family phy- 
sician, and tonic internal remedies used. 

At each lavage, when the pelvis was washed out, the catheter 
was, from time to time, withdrawn, and as much fluid injected into 
the right ureter as the patient could maintain without pain. This 
modus operandi seemed to eliminate the kinks or adhesicMis to a 
marked degree. The pains grew milder and milder in character, and 
finally stopped. The left kidney received only a few treatments. 

In all, there were some twenty-six treatments, at longer and 
longer intervals- 

In June, 1907, the urines of both kidneys were normal in 
character, and as all painful or disagreeable symptoms had disap- 
peared, the patient was discharged. Since that time, no local treat- 
ment has been demanded. 

This case, to my mind, appears to hold a certain interest, first 
owing to the difficulty of a correct diagnosis, and second, because 
of the entire alleviation of the symptoms as the result of lavage, 
given in the manner described. The writer has notes of three other 
cases of a like character, but as the methods used were identical and 
as the good results were just as marked in the other two cases, it 
seems needless to note them here in detail. 

The dominant suggestion from the study of these cases is that 
when a patient presents herself with a history and a localization of 
pain similar to those described, and when ordinary methods of treat- 
ment fail, it becomes our duty always to make a most thorough 
cystoscopic examination and to ascertain the exact condition of the 
ureters and kidneys. 

It is probable that ureteral lesions and pelvic inflammaticms are 
far more common than we have hitherto supposed, and that a more 
frequent employment of the cystoscope and the ureteral catheter 
would reveal the existence of just such conditions as have been 
described in the case reported in detail and the three other cases 
mentioned. 

In closing, the writer takes occasion to express the hope that the 
medical profession in the future may pay more marked attention 
to diseases and abnormalities of the ureters. 
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ON THE DIFFERENTIAL DIAGNOSIS OF THE ULCERA- 
TIVE FORMS OF CUTANEOUS SYPHILIS 
AND TUBERCULOSIS. 

By a. RAVOGLl, 



Ulcerative forms of the skin, although entirely different in their 
causes and origin have, nevertheless, great similarity among them- 
selves. The necrobiotic process, which the masses of infiltrating 
elements undergo, is exactly the same process in all ulcers and for 
this they look very much alike. It so happens, that broken down 
syphilitic superficial gummata, and broken down tubercular cuta- 
neous nodules resemble each other so much that in many cases a 
differential diagnosis offers great difHculty. 

The nodules constituting a lupous area, and the syphilitic 
nodules, superficial gummata, which make their appearance at an 
advanced secondary period, or at the tertiary period, have both of 
them a tendency to group together, forming round or semi-circular 
patches. In their clinical appearance and disposition they have great 
resemblance to one another and for this reason such ulcers must be 
studied carefully in order to be able to distinguish one affection from 
the other. 

In both cases the disease is the result of a localized infection in 
the skin ; in syphilis it is due to the localization of the treponema, 
and in tuberculosis to the presence of the tubercule bacillus in the 
structure of the derma. 

It seems a priori, that the differential diagnosis of the two 
ulcerative forms can be made by their pathological study, and de- 
termined by microscopical examination. Yet this is not conclusive. 

The pathological structure of lupous nodules and that of syph- 
ilitic gumma, as has been said, greatly resemble each other, for 
masses of small mononuclear leucocytes constitute the infiltration 
forming the tubercular nodules as well as the syphilitic nodule. In 
both affections giant cells are present, and those giant cells, which in 
the past have been considered as characteristic of the tubercular 
no<iule are today known to be of no importance for establishing a 
diagnosis. 
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The presence of the tubercle baccilus and that of the tre- 
ponenta do not, as yet, make the diagnosis plain. In the tubercular 
affection of the skin of the lupoid type it is very difficult to be able 
to demonstrate the presence of the bacillus. It is possible that the 
bacillus has clianged its biological conditions, it has assumed flagelli, 
and that, with our means of staining cannot be easily demonstrated. 
In the same way the treponema which is so easily demonstrated in 
the tissues of the primary lesion, in the glands, in the blood, and in 
the lesions of the secondary period, in the hereditary luetic forms, 
cannot, or at least can only with extreme difficulty, be demonstrated 
in the tertiary lesions. Indeed, Schaudinn', after having found the 
spirochaeta pallida constantly in 70 cases of secondary syphilis never 
found it in the lesions of tertiary syphilis, so for this reason he came 
to the conclusion that the spirochaeta had very likely changed its 
condition and was present in a different and not known form. The 
products of the tertiary syphilis, although considered incapable of 
inoculating syphilis, have yet been referred to by Delbanco and 
others, as having caused inoculation of syphilis from ulcerated gum- 
mata. Hoffmann' claimed to have successfully inoculated syphilis 
in an ape by applying on the scarified skin pieces of ulcerated pro- 
ducts taken from a syphilitic suffering with tertiary lues. 

Yet all this interesting knowledge will not sufficiently enlighten 
the practitioner, who needs some clear and definite characteristics 
on which to base his diagnosis. 

Before the discovery of the tubercle bacillus the question lay 
between lupus scrofulosus and lupus syphiliticus, but today these 
varieties of lupus are differently designated, and there remain lupus 
vulgaris as an exponent of tuberculosis of the skin, and ulcerated 
dermal gummata as an exponent of syphilis. 

The diagnosis has to be made between the two affections from 
their external characters. Lupus vulgaris and superficial syphilitic 
gummata begin usually in the form of small brownish-red nodules 
of the size of a lentil, imbedded in the derma, both have a tendency 
to take a circinate disposition, and gradually break down and ulcer- 

' Schaudinn. Deutsch. Med. Wochschr, No. 42, 1905. 
2 Hoffmann. E. Mitteilungen und Demons (ration en uber experimentelle 
Syphilis. Derm. Zeitschr. 1906, p. 561. Bd. XTIl, 
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ate. CoETsequently the resemblance of these two diseases, which 
are entirely different in their cause, may in many cases be the source 
of an indefinite diagnosis. We will take as an example the two 
affections as they are often found on the nose and on the upper lip, 
which are the regions frequently preferred by both diseases. 

In a general way we can say that lupus begins in childhood or 
at least in early youth, but it may, also rarely, commence after 
puberty. It takes a slow course. It begins in small foci, with a 
tendency to group. The lupous nodules often break down and 
ulcerate, forming deep ulcers, covered with thick yellow crusts, 
which seem to be deeply imbedded in the tissues. In almost every 
case the ulcerated nodules of lupus, when healit^ up, leave a bulky, 
thick and irregular cicatrix. 

On the healing surface and even on the scar, new lupous nodules 
are often added, so much so that while in one place lupus is appar- 
emly healing, in others there are new infiltrated nodules, and still 
others are disintegrated and ulcerating. 

Lupus continues its slow work of destruction inexorably; 
spontaneous recovery from lupus is a thing that as far as our knowl- 
edge goes, does not exist, We have already had occasion 
to describe the sad consequences of lupus of the ear of some years' 
standing, where cartilages, muscles, bones, all underwent destruc- 
tion from lupus. The localization of the true lupus is usually in the 
skin, the mucous membranes are attacked usually by continuity 
or contiguity of the principal foci of lupus. But it cannot be denied 
that the mucous membrane may also be primarily affected. 

The manifestations of late syphilis as dermal gummata, 
make their appearance late in life, and the difference in the age is 
to be taken into consideration for a differential diagnosis. The time 
of the existence of the process is also of great importance. Although 
the destructive action of syphilis is slow, yet it is more rapid than 
lupus, so much so that the same amount of destruction that will be 
wrought by lupus in several years will be brought about by syphilis 
in a few months. 

The infiltration in syphilis is usually defined, and forms exten- 
sive ulcerations. The cicatrices due to the syphilitic process are 
rather smooth and thin, while in lupus the scars are thick and bulky. 
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It must, however, be kept in mind that a tubercular process may 
supervene on a syphilitic ulcerative process. In this case we have 
a hybrid form of extensive destruction, affecting mostly the genital 
organs with disastrous results for the life of the patient. 

It is generally stated that lupus attacks the cartilages of the 
nose, while syphilis affects the bones. In case of a gumma the bony 
septum will be found perforated, the destruction will often extend 
to the cribriform plate of the ethmoid, with the resulting sinking 
in of the nose. In lupus the nose also has the cartilages de- 
stroyed, yet the bones still hold the shape of the nose. 

An examination of the body will help us to establish a differ- 
ential diagnosis between tuberculide and syphilide. In the case of 
acquired syphilis we will often find dischromies ieucoderma, as 
proof of past syphilitic eruptions. The condition of the glands and 
the alopecia will often reveal a past luetic condition. In the same 
way for the inherited lues, the teeth, the cornea, the general surface 
of the skin showing superficial scars may all give some clue for the 
diagnosis. 

Although the old sign a juvanHbus et laedentibus has been to- 
day nearly cast aside, yet from our experience we find that in many 
doubtful cases it is of good service. The application of Emplastr. 
Hydrargyr. on the suspicious ulcerative process, together with the in- 
ternal administration of potass, iodide, will soon show its beneficial 
effect on a syphilitic ulcerative gumma, while it will be of none or 
of very little use in lupus. The results, however, have to be taken 
cum grano satis, because we have found cases of destruction of the 
nose, with ulcerated gummata of the superior maxillary bone, with- 
out doubt of syphilitic origin, which have not responded so easily 
to the application of the antisyphilitic remedies. 

Miliary tuberculosis of the skin is usually of rare occurrence 
ytt it can for awhile call forth a wrong diagnosis. Its process is 
rather a rapid one and in a short time ulceration is present to such 
an extent that we have little opportunity to see this affection in its 
b^inning. The ulcers usually are in the vicinity of the mucous 
membranes, near the mouth, or near the rectum, from where the 
tubercle bacilli have come with th^ secretions and have infected the 
skin. The resulting ulcer is flat, on a pale pink or yellow-red sur- 
face, with nibbled borders. In its surface miliary nodules can be 
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seen, and in the centre small loculi on the ulcer, which recall the 
falling off of the tubercular nodules. The surrounding skin is red 
and inflamed, but still shows no deep infiltration. These secondary 
tubercular ulcers are usually accompanied by great pain. They 
secrete profusely and in a few cases we have had under observation, 
we could find by means of smear preparations the presence of 
tubercle bacilli. The general condition of the patient affected with 
cutaneous miliary tuberculosis is absolutely bad, he is usually af- 
fected with pulmonary tuberculosis, and his system is badly run 
down. These ulcers are the result of the inoculation of the bacilli, 
which are found in the expectoration, if near the mouth, or in the 
intestinal excretions in the case of tuberculosis of these organs. 

The diagnosis in these cases is easily made because the general 
system affected with tuberculosis, reveals the nature of the ulcers. 

At the conclusion of these few diagnostic sketches it will be 
useful to call to mind that syphilis and tuberculosis often occur to- 
gether. One has a great influence over the other. There is no 
doubt that the poisonous and weakening action of the syphilitic 
virus on the system is responsible for arousing the tubercle bacillus 
latent in the system. In our experience we have often met with 
young men who had never shown signs of tuberculosis, and yet 
when they have been infected with syphilis, they have soon mani- 
fested symptoms of galloping phthysis. Vice versa, in an individual 
affected with tuberculosis, having a poor systemic reaction, syphilis 
is usually uncontrollable. In these cases we find the ravages of 
malignant syphilis, which with the best of treatment can hardly be 
checked. This shows that the two infectious diseases, entirely dif- 
ferent in their causation, have a remarkable influence on each other 
to the detriment of the infected organism. 
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THE DIAGNOSIS OF CHRONIC INFLAMMATION OF 
THE NASAL ACCESSORY SINUSES. 

By SEYMOUR OPPENHEIMER, 

Laryngologist and Otologist to Gouverneur Hospital and to Mt. Sinai 

Hospital Dispensary, Fellow o( the American Rhinological, 

Laryngologies 1, and Otological Society, etc., etc., 
New York. 

While many cases of chronic inflammation of the nasal acces- 
sory sinuses are characterized by well-defined symptoms which un- 
mistakably point to the particular sinus affected yet the reverse is - 
the case in a not inconsiderable proportion and the diagnosis of the 
nasal aflFection is attended with much difficulty. Undoubtedly, 
chronic affections of the various simuses are much more frequent 
than is generally supposed and as a result of the obscure symptoms 
in some instances, or the entire absence of symptoms directing at- 
tention to a sinusitis, many cases of so called nasal catarrh and 
especially postnasal discharges, are unrecognized cases of ethmoidal, 
or sphenoidal disease. 

In the adult with but few exceptions, it will be found on care- 
ful examination, that practically all cases of prolonged, purulent 
discharge from the nasal chambers, means disease of one or more 
of the accessory sinuses. Along the same lines, many nasal affec- 
tions possibly attended with little or no discharge and resisting 
treatment, will, if carefully studied, show well marked sinusitis as 
the underlying basic factor and especially is this the case in many 
instances of atrophic rhinitis which continue to present marked 
crusting and ozena, despite careful treatment, when in a not incon- 
siderable number of patients, the adoption of careful diagnostic 
measures will reveal that this condition is a symptom and not the 
essential patholt^c element. 

On account of the marked variations in the size and configura- 
tion of the sinuses in almost every individual, so that it is almost 
impossible to designate a normal standard for comparison, the 
atypical sinus stands as a marked factor in rendering more difficult 
the recognition of a sinus affection in a considerable number of 
cases and, therefore, every available measure must be adopted to 
recc^ize these obscure cases, in order that prompt and efficient 
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treatment may be instituted. As a further factor in enhancing the 
frequency of sinusitis and especially in conjunction with apparently 
trivial nasal disorders, is the rather feeble resistance to inflammatory 
changes presented by the mucous membrane, while the intimate re- 
lation of the trifacial nerve with all the sinuses, explains the some- 
what irregular symptoms in many cases 

It is essential in considering sinusitis from a diagnostic aspect, 
that the particular space, or spaces involved, should be accurately 
localized, or rational treatment necessarily cannot be inaugurated 
and after any particular sinus has been recc^nized as being the seat 
of the chronic inflammation, it becomes imperative that any affec- 
tion of the other sinuses should be excluded. While most commonly 
this affection is unilateral in its' involvement, yet not infrequently 
both sides are involved and especially so as regards the ethmoid 
structures, so that with a purulent discharge posteriorly into the naso- 
pharynx, one must carefully search by all available means, for its 
source in both nasal chambers and not be satisfied with finding a 
frank sinusitis on but one side. In some cases, the direction of the 
flow of the discharge from the affected sinus, if sufficient purulent 
secretion is being eliminated, will at least give a clue to the group of 
sinuses involved, as the discharge from the maxillary antrum, the 
frontal sinus and anterior group of ethmoidal ceils, flows anteriorly 
from the nasal chambers, while the secretion from the posterior 
ethmoidal cells and the sphenoidal sinus, appears in the choanx and 
nasopharynx. This feature presents no deffnite diagnostic value, 
being merely suggestive, and it becomes necessary to carefully study 
the individual sinuses and as far as possible, indicate particular 
features that will enable one to satisfactorily determine the exact 
structures involved in the morbid process. 

When the maxillary antrum is the seat of a sinusitis, it will 
usually be found after , removing all purulent discharge that 
may be free in the nasal chambers, pus will be seen to 
flow from beneath the middle turbinal in the region of the 
hiatus semilunaris, if the patient be instructed to bend well fore- 
ward, so that he places his head as low down as he possibly can 
while in a sitting posture; or the same result may be obtained 
by having him lie down for a few moments on the unaffected side, 
when examination of the nasal chamber will reveal the presence 
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of more or less pus at this site. It must be remembered, however, 
that the purulent discharge from a frontal sinusitis, will appear in 
the same locality and may thus be emptying into the antrum, the 
former being the real basis of the pathologic changes, while the 
antnun is merely acting as a recepticle for the discharge. 

A unilateral nasa] discharge should always be considered as 
suspicious of accessory sinus disease; there is more or less sub- 
jective odor and a bad taste, while not infrequently, the discharge 
is periodic in character, entirely disappearing for a time, to again 
prove annoying within a short time. All the symptoms become 
aggravated when the fluid is retained in the antrum and the dull 
uncomfortable sensation over the cheek which is so frequently 
present, becomes a severe facial neuralgia with great suffer- 
ing, until the discharge again appears and then relief takes 
place. Usually, however, such cases present but little, or no diagnos- 
tic difficulty, while in others, the affection is more latent in character 
and the chief complaint of the patient will be that during sleep he 
has a purulent discharge into the nasopharynx. The local pain is 
often absent, or there may be only a dull ache at times referred to 
the cheek, or most often to the teeth, while rather infrequently, pain 
may be referred to the frontal, or supraorbital regions on the same 
side as the sinusitis. Tenderness on tapping the cheek or the teeth 
may not infrequently be elicited and, when present, is of sugges- 
tive diagnostic value, as is also a feeling of fullness, or sense of 
pressure beneath the orbit, while mastication may be slightly pain- 
'ful in some cases and the teeth on the suspected side will feel 
sensitive. 

The most positive and satisfactory diagnostic procedure, how- 
ever, is by washing out the antrum through the natural, or accessory 
opening, should such be available, and thus obtaining the informa- 
tion desired from the character of the returned fluid, or if one can- 
not obtain access to the sinus in this way, a puncture through 
the outer wall of the inferior meatus and the introduction of 
a canula, will solve the problem. Transillumination if pos- 
itive, will sometimes prove of much confirmatory value and espe- 
datly if the light reflex is obscured through the orbit, or nasal wall, 
but alone, it cannot be depended on and other evidence of more 
positive value must be obtained in conjunction. The employment 
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of the X-ray for diagnostic purposes is also of great value 
and in many obscure cases where one cannot obtain satisfactory 
evidence of a suspected sinusitis here, the study of a carefully made 
Roentgen plate will prove of most positive value, particularly in 
showing a thickened condition of the lining antral mucosa. 

In chronic affections of the ethmoid cells, the upright posi- 
tion favors the discharge of any pathologic secretions present. 
The discharge of a tenacious mucopus especially into the naso- 
pharynx, is usually complained of when the secretion is free. More 
frequently, however, examination shows that a portion of the pur- 
ulent material has become inspissated and produces crust formation 
on the middle tiirbinal, the. location of such crusts in a manner, in- 
dicating the particular group of cell spaces involved. Usually a 
diagnostic feature of importance is the unilateral engorgement 
of the middle turbinal, not infrequently jammed against the 
septum. With these conditions present, it will usually be found 
on further examination, that while the patient not infrequently 
complains of a unilateral nasal stenosis and a postnasal discharge, 
the conditions present unmistakably reveal more or less serious 
ethmoid disease. While often, the symptoms arc those of a purulent 
rhinitis without localizing symptoms ,but in such cases exuberant 
granulation tissue and polypi are usually present and not infre- 
quently, careful probing in this region will reveal the presence of 
caries, or necrosis. 

Suggestive as regards its diagnostic importance only, is the 
location of the purulent discharge after the nasal chamber has been 
cleansed, as from the anterior group of cells it will generally be 
found coming from beneath the anterior half of the middle turbinal, 
while if the posterior group be involved, the discharge escapes 
posteriorly in the superior meatus and with this latter condition 
present especially if the discharge be at all profuse, it collects in 
the nasopharynx during sleep and is apt to produce nausea upon 
arising in the morning and possibly vomiting from the violent ef- 
forts made by the patient to rid himself of the tenacious discharge 
and crusts. Impairment of olfaction, or even complete loss of 
the ability to perceive odors, occurs more frequently here than with 
other sinus affections, on account of the involvement of the olfac- 
tory cleft, and when this symptom is present with a purulent nasal 
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discbarge it is highly probable that the posterior group of ethmoidal 
cells are iavolved in the chronic inflammation. 

Pain is not a characteristic diagnostic feature, as it is ill defined 
and can rarely be localized with any degree of accuracy, but when 
present it is deeply seated in the region posterior to the orbit, or eye 
ball, or it may at times involve the temporal region. When there 
is retention of pus in some of the cells, the pain is increased, but 
in such cases the eye symptoms are more characteristic and may be 
the only condition of which the patient complains, the nasal affec- 
tion t>eing entirely unnoticed. The eye ball may be congested and 
the lids ©edematous, with interference with mobility in ex- 
treme instances. Diplopia or partial blindness may result from eth- 
moidal or sphenoidal disease, while in unrecc^ized, or neglected 
cases, an orbital abscess may form with exopthalmus and appears 
as a smooth, gradually increasing tumor at the inner angle of the or- 
bit. In all such opthalmic conditions, disease of the ethmoidal cells 
should be suspected, but at the same time, these cells are frequently 
involved in conjunction with other sinuses and this factor must 
always be borne in mind in making the differential diagnosis. 

As in ethmoiditis, so also in chronic sphenoidal sinusitis, docs 
the upright position favor the discharge of pus and when this latter 
sinus is involved, the discharge invariably manifests itself as a post- 
nasal catarrh, this often being the only symptom of the affection. 
On account of the paucity of symptoms, sphenoidal disease is more 
difHcult to diagnose than other sinus affections and in the presence 
of a variable discharge as regards consistency, from the upper and 
posterior portion of the nasal chambers, the disease may be sus- 
pected, but actual evidence of its existence will only be obtained by 
probing or enlargement of the normal opening and the discovery 
of pus in the interior of the sinus. 

No subjective symptom is especially characteristic of chronic 
sphenoidal sinusitis and in nearly every case the diagnosis presents 
considerable difficulty on account of the obscurity of the symptom- 
complex. The location of the pain may iiowever, at times, be very 
su^estive of a collection of pus in tiiis region and especially so 
when the patient refers it to the occipital region, but most fre- 
quently it is variable both in character and site and may be only 
evinced as a dull, diffuse, slightly annoying headache, or again when 
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there is obstruction to the outlet and retention of pus takes place 
with exacerbation of all the symptoms, it may be dearly localized 
and sharply neuralgic in character. Occasionally a diagnostic symp- 
tom of considerable importance in at least suggesting this sinus as 
the seat of the trouble, will be the presence of more or less severe 
neuralgic pain referred along the distribution of the fifth nerve on 
the same side of the head as the sphenoidal inflammation, and this 
symptom carries still greater weight, if the pain be remitting; the 
periods of diminution being accompanied by increased naso- 
pharyngeal secretion. 

The involvement" of the eye ball, or orbital cavity, is also sug- 
gestive of sphenoidal sinusitis and especially so if the posterior 
ethmoidal cells are conjointly involved in the chronic inflammation. 
From these lesions, orbital abscess with exopthalmus may occur 
from pus retention and ptosis, strabismus, narrowing of the visual 
field, or as has been reported the sudden development of blindness, 
are also highly significant indications of serious affecticais in this 
ref^on 

Finally, the diagnosis of chronic frontal sinusitis, is usually not 
attended with great difficulty, although a considerable number of 
cases are observed in which the symptoms are so obscure, that 
great difficulty will be found in recognising the exact seat of the 
nasal symptom-complex. In the majority of cases, the localization 
of dull pain over the region of the sinus, is so self-evident of the 
condition present, that the mere history of such requires no further 
diagnostic factors. But there may be but slight discomfort from 
time to time over the supraorbital region on one side, or if drainage 
is free, not even this will be complained of and the diagnosis of 
the cause of the purulent nasal discharge of which the patient com- 
plains, must be based on other evidence. Again where drainage 
is from time to time obstructed, severe frontal headache, or neu- 
ralgic pains may be experienced. The periodic character of the 
pain is of considerable diagnostic importance, as exacerbations oc- 
cur at more or less frequent intervals and if in conjunction with 
this symptom, there is pain on pressure over the sinus, the diagnosis 
becomes practically assured. 

Reflex disturbances of the eye should always suggest careful 
examination of the frontal sinuses, as should also a persistent 
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supraorbital neuralgia especially if associated with ocular symptoms 
of any nature. While in a few neglected cases, where there is com- 
plete obstruction to the discharge, the pressure on the roof of the 
orbit may be so great, as to crowd it downwards with consequent' 
displacement of the eye ball and more, or less diplopia ; this being 
undoubted evidence of pathological change in the frontal sinus. 

While not characteristic, yet the appearance of the nasal 
chamber on the affected side may aid in the diagnosis of the condi- 
tion, as the soft tissues about the infundibilum are swollen and 
inflamed, while not infrequently a small amount of pus 
is found here which, if traced to its source by careful cleansing, 
inclining the head well foreward and then again making an examina- 
tion to locate the source from which the discharge springs, will 
greatly aid in making a diagnosis. In all instances, however, careful 
probing of the frontal sinus and if possible to introduce a small 
and properly curved canula into the sinus, must be employed to 
make the diagnosis absolutely certain. 

Transillumination may aid in the diganosis, but not infre- 
quently it is in just such obscure cases that it fails, but as with the 
same procedure in affections of the maxillary sinus, it may prove 
of undoubted suggestive value in a considerable number of cases. 
The employment of the Xray here for diagnostic purposes has a 
definite and positive value and the study of carefully made plates 
will often give accurate information in regard to the frontal sinus 
that can be obtained in no other way, not only concerning the 
pathological changes present, but also the dimensions of the sinus, 
the presence of bony septa within the sinus, the existence of an 
otbital recess and other details which will prove of invaluable aid 
in operative treatment. 
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Frey, H. : Die sogenannte Reflexepilepsie infolge Erkranlcungen des 

Ohres und des Nasenrachenraumes. (Wien. med. Presse, 1907, 
. p. 1053 &c.) 
Gowers, W. R. : Psychoepilepsy, (Rev. neur. and psych., Edinb., 

1907, p. 529 &C-) 
Hughes, C. H. : The relation of cerebrospinal fluid to epilepsy. 

(Alienist and Neurologist, St. Louis, 1907, p. 342 &c.) 
Koster, S. : Fall von syphilitischer Epilepsie. (Miinch. med. Wo- 

chensch., 1907, p. 1556 &c.) 
Marchand, L. et Nouet, H. : De I'ipilepsie tardive. (Gaz. d. hop., 

Paris, 1907, p. 1239 &c.) 
Marchand, L. et Nouet, H. : M6ningo-encephalite et hemorrhagic 

miliaire chez une ^pileptique. (Bull, et mem. Soc. mid. d. hop. 

de Paris, 1907, p. 434 &c.) 
Masoin, p.: Application de la diazo-riaction urinaire au pronostic 

de I'etat de mal ^ileptique. (Jour, de neur., Paris, 1907, p. 21 &c.) 
MoNDio, J.: Contribution clinique a I'^ude de I'iquivalent epilep- 

tique (manie transitoire). (Enciphale, Paris, 1907, p. 419 &c.) 
MuNsow, LF. ; Is epilepsy a disease of metabolism? (Journ. nerv. 

and ment. dis., N. Y., 1907, p. 303 &c.) 
Pappenheim, M.: Isolierter halbseitiger Zungenkrampf : ein Bei- 

trag zur Jackson'schen Epilepsie. (Wien. klin. Wochensch., 1907, 

p. 165 &c.) 
PfiEVosT ; L'epilepsie experimentale. ( Encephale, Paris, 1907, p. 

165 &c.) 
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Reik, H. O.: Is eye strain ever an etiologic factor in epilepsy? 
(Maryl. Med. Jour, Bait, 1907, p. 72 &c.) 

Richardson, H. : Epilepsy : its prognosis, etiology and treatment. 
(Charlotte, N, C, Med. Jour., 1907, p. 75 &c.) 

SCHEiBEB, S, H. : Beitrag zur Geschichte und Pathologic der Jack- 
son'schen Epilepsie im Anschluss an drei Falle derselben. (Wien. 
med. Wochensch., 1907, p. 1639 &c.) 

SiEUERLiNG, E. : Zur Lehre von den epileptischen Bewasstseins- 
storungen. (Arch. f. Psych., Berlin, 1907, p. 768 &c.) 

Stadelmann, H. : Die Friihdiagnose der genuinen Epilepsie. 
(Deut. Aerzteztg., Berlin, 1907, p. 145 &c.} 

Stadelmann, H. : Ueber die Harnsaurebefunde bei geiiuiner Epi- 
lepsie. (Allg. med. Zentralztg., Berlin, 1906, p. 829 &c.) 

Stites, F. M.: The importance of the early diagnosis and treat- 
ment of epileptic symptoms. (Med. Rec., N. Y., 1906, p. 904 tkc.) 

Vires, I. : Les ^ilepsies chez les vieillards. (Rev. inlernat. de m^d. 
et de chirurgie, Paris, 1907, p. 245 &c.) 

Zimmern, a. et DiuiER, J.: Production de symptomes epileptiques 
par le constant galv. intermittent de basse torsion (epil. exper.). 
(Arch, d'ilect. m^d., Bordeaux, 1907, p. 203 &c.} 

A prolific literature upon the subject of epilepsy during 1907 
reveals but little, comparatively, that can be called new concerning 
particularly the diagnosis and prognosis of that complex disorder. 
All writers emphasize the fundamental distinction between the 
genuine or idiopathic epilepsy discribed by Hippocrates and Galen, 
and the unilateral or partial, cortical epilepsy, studied and described 
particularly by Jackson. It is to the credit of Scheiber to have 
systematically arranged the characteristic symptoms of these two 
principal forms of epilepsy. According to him genuine epilepsy is 
always the result of pathological changes affecting the entire brain, 
while in the Jacksonian form only a circumscribed area is affected. 
In contradistinction to the opinion hitherto held Bychowski main- 
tains that stimulation, artificial or pathological, of the posterior as 
well as the anterior cerebral convolutions may provoke epileptic con- 
vulsions. A case observed by him in which trephining was jier- 
formed, furnished positive evidence of this. He further says that 
in typical cases certainly, error in diagnosis can be avoided if the 
complex of symptoms be considered with particular consideration 
of the following jroints differentiating the two principal forms of 
the disease. In genuine or idiopathic epilepsy not only the skeletal 
or corporal muscles — the voluntary ones, but also the "smooth," in- 
voluntary muscles (bladder, rectum) are affected; in the Jacksonian 
or cortic^ form the corporal or voluntary muscles only are in con- 
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vulsion. The convulsions in genuine epilepsy are of the tonic type 
while in Jacksonian they are clonic. In genuine epilepsy both sides 
of the body are simultaneously convulsed while in Jadcsonian the 
seizure invariably begins on one side and as a rule remains limited 
to that side. In the cortical fonn likewise, the affected muscles are ■ 
never entirely involved at once, but are successively seized and in 
accord with the anatomical arrangement of their centers of func- 
tional control in the motor area of the brain. 

The importance and significance of the condition of conscious- 
ness are emphasized by the contributions of Audenino and Siemer- 
ling. In genuine epUepsy consciousness is immediately abolished 
and returns gradually, following a comatose state, and long in most 
cases after convulsions have ceased; in Jacksonian epilepsy con- 
sciousness is never abolished at the beginning of the attack, but only 
when the other side of the body becomes involved and returns at 
once when the attack has ceased. In spite of these apparently 
radically different manifestations, in atypical cases, in the so-called 
equivalents, confusion of the forms is possible. Bernhardt em- 
phasizes the difficulties of differential diagnosis between genuine 
status hemi-epilepticus and the Jacksonian. 

Pappenheim emphasizes the importance of the toxic element in 
epilepsy, and according to him alcohol may produce pathological 
brain changes in circumscribed portions of the cortex. He describes 
a case o"f cortical epilepsy characterized by a remarkable deviation 
of the tongue and with alcohol as a direct cause. Similar pathological 
findings, Koster maintains, may also be induced by syphilis. His 
case did not differ in its symptoms from genuine epilepsy. How- 
ever, the appearance of the convulsions not before the patient's 
thirtieth year and the freedom of the bladder from involvement ex- 
cluded a diagnosis of genuine epilepsy. 

Introducing the name "affective epilepsy," Bratz describes un- 
der it a condition in which mild attacks or equivalents were present 
from early youth, and disappeared with proper treatment, more 
particularly in the quiet and rest of sanitarium life ; to return, how- 
ever, even if this treatment were indefinitively continued, as soon 
as these patients were exposed to prolonged psychic excitement. 

Under the name "Reflex" epilepsy Frey describes the variety 
in which on the basis of present predisposition lesions of the peri- 
pheral nerves, foreign bodies, hindrance to nasal respiration by en- 
largement of the laryngeal ring, polyps, etc., and congestions caused 
by their pressure, produce convulsions. 

The importance of quantitative fixation of uric acid in the 
urine as aid to diagnosis and prcgnosis of epilepsy has been partic- 
ularly shown by Stadelmann. The change of the amount of uric 
acid present at certain intervals is according to him a characteristic 
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sign of epilepsy. Frequently before the seizure the uric acid dis- 
appears entirely and its presence in the urine in so much greater 
amount is found after the attack. These findings are in accord with 
the statements of Donath, Aiken and Munsow, who assert a close 
" relationship between epilepsy and the retention of certain products 
of metabolism. Although it cannot be positively determined which 
factors are primary causes, the body fluids, secretions and excre- 
tions of epileptic patients show in all cases a change in their com- 
position. The conclusion is warranted, therefore, diat the accumu- 
lation of abnormal ingredients in the blood, urine, perspiration and 
especially in the cerebro-spinal fluid, by its toxic effect, produces 
epileptic convulsions. According to Munsow the noxious products 
stimulate the vaso-motor nerves of the abdominal viscera; in con- 
sequence of thb, hyperemia of the brain is produced and convulsions 
follow. Evidence of this Munsow finds in the favorable influence 
exerted by remedies stimulating metabilosm by means of which the 
toxic elements are removed and by remedies that dilate the blood 
vessels. 

As to the cerebro-spinal fluid, investigations of Donath, 
Hughes and Cesari can be thus summed up : Choline is a constant 
ii^edient of cerebro-spinal fluid in all degenerative processes of 
the central nervous system and therefore is found also in epilepsy. 

The anatomical diagnosis of epilepsy has been advanced by the 
contributions of Alquier, Anfimoff and Marchand, who 'refer to 
minute hemorrhages on the brain surface — probably in consequence 
of the hyperemia above mentioned — as a constant condition accom- 
panying epilepsy. Experimental work in this and other directions 
has been advanced by Prevost, Cesari, Donath and Zimmern. The 
latter could produce seizures by the application of even slight 
galvanic currents. 

Early diagnosis of epilepsy is the subject upon which Aschaf- 
fenburg, Stadelmann and Stites have been engaged. The authors 
have been most careful in their work. Stadelmann particularly, 
describes according to an exact method, the physical and psychical 
signs of developing epilepsy. As a most important sign in infancy 
he points out the periodical change of irritability of the organism. 
These children incline to gastro- intestinal disorders, enuresis noc- 
tuma, laryngeal spasms, convulsions, irregular heart action, ac- 
celeration of pulse, rapid changes in the tonus of the blood vessels, 
vertigo, headache, gnashing of the teeth in sleep, fits of uncon- 
trollable anger, brutalities, extreme obstinacy, lack of altruistic 
faculties, moral inferiority, caused by inability to properly combine 
))erceptions and to compare them for the purpose of weighing 
motives. In the beginning, intellectual development may be of the 
best, but it gradually becomes narrowed, the mental faculties dimin- 
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ish perceptibly and the progressive association of ideas is wanting. 
The attention is relaxed and the phenomena of intense fatigue arc 
observed under circumstances which would not produce fatigue in 
normal children. The quantitative fixation of uric acid in the urine 
may determine the time of the anticipated seizure. 

Richardson and Masoin have studied the prognosis in epilepsy. 
The latter accords a certain de^^ree of prognostic significance to the 
diazo-reaction. Richardson sees more favorable results in epilepsy 
as compared to earlier times by reason of rational therapy. 

The research work of Pierce Clark and E. W. Scripture on 
the voice changes in epileptic subjects promises to be productive of 
interesting and important results. By means of the "air-puff" 
method used in Scripture's researches on phonetics for the Carnegie 
Institute, the authors have demonstrated a voice sign characteristic 
of epilepsy. In ordinary speech there is a rising and falling of the 
melody. Instead of the continual rise and fall in melody as in the 
normal voice, in the epileptic voice the words and phrases run along 
on even tones. The speech of the epileptic, in short, is of the so- 
called "plateau" type, i. e., the melody proceeds by even steps. There 
is further a tendency to monotony— that is, successive tones do not 
vary from each other as much as do normal tones. This speech 
variation from the normal can be temporarily changed and the 
defect removed. Relapses, however, soon occur. The authors claim 
there is no parallel defect in voice in any other form of mental or 
nervous affection. Patients entirely free from bromide influence 
and both acute and chronic cases were studied. It was universally 
present in all types of epilepsy including petit mal. The authors 
believe the defect dependent upon the p^cho-motor d^eneration 
peculiar to all forms of epilepsy and found in no other form of 
mental or nervous disease. The diagnostic value of this sign as 
also its forensic importance is obvious. Certamly further studies 
will doubtless cast light .upon the constancy of this voice change. 



PROGRESS OF HEMATOLOGICAL DIAGNOSIS AND 

PROGNOSIS IN 1907. 

By WILHELM MUELLER, 

New York. 

LITERATIIRE. 
Arndt: Haemolytische Untersuchungen, insbesondere bei Staphy- 

lokokkenerkrankungen. (Deut. med. Wochensdir., 1907, No. 14.) 
Arneth's Erwiderung auf Paulicek's Kritik seiner Methode. (F. 

H., 1907, Heft 5.) 



,y Google 



86 The Archives of Diagnosis 

Arbhehius: Ueber die pbysikalische Absorption hinsichtlich der 

Verankerung der Ambcaeptoren. (F. H., 1907, Heft 4.) 
Cesaris-Dehmel: Studien fiber die rothen Blutkorperchen mit den 

Methoden der Farbung in frischem Zustande. (F, H., 1907, 

Suppl. I.) 
CoMESATTi: Ueber die sudanophilen Leukozyten des Blutes im 

Verlaufe von Infektionskrankheiten. (F. H., 1907, Heft 4.) 
De Davis: Hemopliilic bacilli — their morpholep and relation to 

respiratory pigments. {Jour, infect, dis., 1907, p. 73 &c.) 
Ghedini: Der Nachweis des Pfeiffer'schen Bazillus im Blute und 

in der Milz bei Influenza. (Zentralbl. f. Bakt., 1907, Heft 4.) 
Jessup: A case of pernicious anaemia with sudden increase of 

m<^aloblasts followed by a remarkable improvement. (Col. Univ., 

Path. Inst., 1907.) 
Lehndorfp and Zak: Ein Fall von myeloider Leukamie im Grei- 

senalter. (F. H., 1907, Heft 5.) 
LuKSCH : Ueber den Blutbefund bei Fleckfieber. (F. H., 1907, 

Heft 4) 
Mauwaring : On the application of physical chemistry to hemolytic 

serum. (Zentralbl. f. Bakt., Bd. 43, Heft 7.) 
Pappenheim; Ueber die Stellung der akuten grosszellig lympha- 

cytaren Leukamie im nosologischen System der Leukwnien und 

die Bedeutung der grossen Lymphocyten Ehrlichs an und fiir sich 

und fiir die Patholc^e dieser Erkrankung. (F. H., 1907, Heft 
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Weil: Die Komplementbindung und ihre praktische Verwerthbar- 
keit. {F. H., 1907, Heft 3.) 

The Folia Haematologica published by Pappenheim at Leipzig is 
the principal international organ for all investigations in the field 
of hematology at present. 

Ehrlich is still the leader among hematologists, especially in the 
researches concerning immunity and the methods of examination. 

But Arrkeniiis opposes the universal practibility of the side chain 
theory in as much as he recognizes a physical absorption of the 
ambozeptors. Furthermore, Mauwariny states that physico-chemical 
research of hemolytic serum is at present almost an impossibility 
since the results obtained are so varied. 

Pappenheim in one of his monc^aphs opines that the so-called 
leucanemic diseases are not affections per se, but are accidental 
anemic varieties of genuine leucemic (hyperplastic) or of leucemoid 
affection. This very interesting treatise deserves closer study, but 
we cannot dwell on it at length, since this would lead us beyond 
the limits of this review, but his tract places him in the ranks of the 
foremost scientific critics. In his other work the author sets 
forth that the plasma cells are of lymphocytic origin, but the oc- 
currence of lymphocytes concomitant with inflammatory processes 
of the connective tissues is partly of hemotogenic origin, and partly 
of preformed extravascular lymphocytic source. Paulicek, after 
an exhaustive study of a number of cases of malaria, tetanus, pneu- 
monia, typhus, tuberculosis and other infectious diseases proves that 
a normal neutrophil blood picture will be produced by triacid 
staining. But this blood picture will change in a number of toxic 
and infectious affections in such a way that the'relative and absolute 
augmentation of cells with relatively simpler granulas will be found 
in the blood. His conclusion is that only triacid staining shows 
these results. In regard to diagnosis, the method of Arneth is not 
absolutely reliable, since different affections will show the same 
blood picture by this test, and vice-versa, consequently prognoses 
based on this test are equally uncertain and doubtful. In the au- 
thor's opinion Ameth's method caimot replace the tests heretofore 
generally applied. In response to this assertion Arneth maintains 
that Paulizek's deductions are fallacious as he misunderstood Ar- 
neth's theories. 

For the purpose of staining fresh blood Comesaiii employs a 
mixture of equal parts of Sudan III und Brillantcresyl blue in pure 
alcohol and to insure greater durability exposes them to formalin 
vapors. The origin of sudanophil leucocytes in the course of in- 
fectious diseases is in his opinion partly due to fatty degenerations 
of the exudate cells and mobilization of the products of disintegra- 
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tion of the corpuscular elements of the exudates, and partly to the 
introduction of phagocytes. 

Cesaris-Dekmel claims that better results are always obtained 
from the examination of fresh blood, and the thinness of the stain is 
of greatest importance. He observed three different substances vary- 
ing in form and staining qualities in the erythrocytes. The younger 
the individual is from whom blood specimens have been taken, the 
clearer these three substances are discerned. Any divergence from 
the usual appearance of these substances can be accepted as a prooi 
of a degenerating process and this is characterized by excessive in- 
tensity of the metachromatic reaction. 

H'rtV comes to the conclusion that the complement fixation on 
account of its greater sensitiveness is to be preferred to precipita- 
tion-reaction for the detection of small amounts of albumen. As 
dissolved bacterial substances and their specific antibodies are also 
causing complement fixation, the method may be applied to the 
detection of bacterial substances and their antibodies. Concerning 
the detection of antibodies in immuneseries which are produced arti- 
ficially, better results are obtained by agglutination or bacteriolysis. 
On the other hand this method cannot be employed in the detection 
of antigene in the blood and is of little value in the detection of anti- 
bodies in infectious diseases caused by bacteria not cultivable or 
not known. 

Tschistowitsck, who made researches pertaining to the blood plates 
in acute infectious diseases, claims that in almost all infectious dis- 
eases the amount of blood-plates is diminished while the fever is at 
its height, but their numbers increase after the temperature subsides 
and during the reconvalescence. Lucksch published a treatise which 
contains me following points : That in all fever cases leucocytosis 
was present, but only in two cases these disappeared before the sub- 
sidence of the temperature, and in some cases the leucocytosis could 
be observed before the occurrence of the exanthem. The leucocytosis 
is to a great extent due to the presence of mononucleous cells of 
I'hrlich. But the tests for parasites brought no results. The 
phenomena of poikilocytosis could be detected on the erythrocytes. 

Roosen-Runge states, in regard to the application of natrium 
glycocholicum for the purpose of blood-tests in typhoid fever that, 
as a rule, r6 hours after this application colonies of bacteria could be 
observed. The composition of the application is as follows : i litre 
bouillon of 0.5 kg. beef, 20 g. agar. 10 g, pepton, 5 g. N a C I., lO g. 
nat. glycochol. 

Ghedini contributed a valuable communication to the test of the 
Pfeiffer bacillus in the blood and in the spleen in cases of influenza, 
and he draws special attention to the fact that the search for bacilH 
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tinder normal temperature is in vain, as the typical bacilli ire only 
present during the fever period. 

Arndt states that the natural Immunity of man against staphy- 
lolysin is innate. Antistaphylolysin is present in the blood serum, 
in the exudates, and in inflammatory oedemas, they may even occur 
in the blood sometime after the affection has disappeared. The 
formation of the antitoxin takes place probably independently of the 
blood-producii^ organs, and is augmented by stagnation. The 
hemolytic test is of value in diagnosis but not tn prognosis. 

Rubinato sets forth that in hepatic cyrrhosis a certain degree of 
anemia with a relative diminution of hemoglobin occurs. In regard 
to the differential diagnosis he states that, with the exception of 
biliary cyrrhosis, no increase of leucocytes is found in these affec- 
tions. 

Schlesinger & Hoist dwell upon the superiority of the Benzidin 
test for the detection of minute hemorrhages in the digestive and 
urinary organs. 

Jessup cites a case of pernicious anemia in which a sudden aug- 
mentation of m^aloblasts was followed by a remarkable nnprove- 
ment of the general condition. Lehndorff & Zak describe a case of 
myeloid leucemia which deserves attention by cause of the senility 
of the patient. As a rule this disease occurs only in middle age. 

De Davis shows that hemophilic bacteria of different origin can 
not be distinguished upon morpholc^c basis. They all grow through 
hemoglobin, but are unable to utilize hemocyanin, hemeiythin and 
echinochromo. For their development a solution of hemoglobin 
I to 180,000 is sufficient 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 
AFFECTIONS— DISORDERS OF GENERAL MET- 
ABOLISM—INFECTIOUS DISEASES 

A Pwreaetiffii «f differential-duinottio hnportaaom—S. Wideret, Norsk. 
Mag. for Laegevid. 1907, No. 8. 

Tuberculous pus dropped into Millon's Reagent causes forma- 
tion of lumps as described by Muller; distinct red coloration of 
Millon's reagent by the pus points to the absence of tuberculosis. 

lessen. 

Carbolio Pnahain Stain for Tubercle BaoilliM-Improved— X. O. Lt Baren, 

Joum. A. M. A., Dec. 21. 1907. 

The staining solution consists of a saturation of methyl atcohol 
(g'^ per cent.) with fuchsin to which is added 5 per cent, phenol 
("carbolic add). The fluid will stain the tubercle bacilli in sputum 
without employing heat in four minutes. Preliminary fixation is 
not essential on account of the methyl alcohol contents of the stain, 
but a smoother field, may be obtained by light fixation in the flame. 
("The sputums were all incubated for from twelve to twenty-four 
hours.) The specimen is then covered with the stain, which is 
allowed to remain at least four, but not more than five, minutes, 
timed by the watch; washed thoroughly in water; decolorized 
fdilute HNO3 and 60 per cent, alcohol used separately), and 
counterstained as ordinarily. The counterstain should be rather 
light. The tubercle bacilli are stained deeply and the field is un- 
usually dear. Western. 
The SMiierUtM in Diainoaia and iTtmtmmml—A. Haig, Medical Record, 

Dec, 21, 1907. 

In many local troubles such as fractures of bone or old scars 
in fibrous tissue which generally react to changes of weather and 
season by some increase of local irritation or pain, the application 
of a little oil of wintergreen will often suffice to relieve the patient 
and give a key to diagnosis. C. 

The Phac of the Spiroohaala palIkU is the PJataoeb of 8jpldBa—Jltx. 

MacUitnan, British Medical Journal. Nov. 33, 1907. 

The presence of the Spirochaeta pallida may be accepted as 
diagnostic of siphilis. The silver method has shown that syphilis 
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and spirochaetes are almost invariably associated, and it has shown 
the sites preferably occupied by the spirochaetes — namely, glandular 
epithelium and connective tissue. The silver method is eminently 
suited for demonstrating spirochetes in congenital lesions, and is 
of great importance from the diagnostic point of view in determining 
the cause of death of the ovum during pregnancy. C. 

Seram Dui<ikm» of Srpllilia— /Tr/ZfOfn Bullir, New York Medical Journal, 
Nov. 30. 1907. 

With the exception perhaps of Tuberculosis, there is no infec- 
tion that offers at times greater difiiculties in diagnosis than syphilis. 
Although there is a valuable therapeutic aid, it is generally rec- 
ognized that it falls short scientifically and practically of being a 
satisfactory diagnostic measure. A certain means of diagnosis is 
realized in the serum reaction for syphilis. ' C. 

Tbe Tabcronlo "Opbdubnie-RcMotioa" of Calmette— J. IF. H. Eyre, 
B. H. IFeJd. and A. F. Hertt. Lancet. Dec. 21, 1907. 

In a very lengthy article the subject of the Ophthalmic Reac- 
tion is discussed, and the results of the observations have led the 
writers to form a " distinctly favorable opinion of the value of this 
test in diagnosis." C. 

The Ophthalmo-tubarcnlin Dia^nodio Teat t Some eUuionl otnervatioo* — 
Ediuin R. Batdtuin. N. Y. State Journal a\ Medicine, Oct. 1907. 

The application of tuberculin to the eye was made by the 
writer, who made use of two solutions, beginnii^ with the weaker 
and followed by the stronger in the opposite eye in forty-eight 
hours if no reactions occurred to the first test. He has tested thus 
far one hundred and thirty-six patients by the subcutaneous test. 
Of forty-four tuberculous patients forty-two reacted positively, 
one was doubtful and one negative. Of nine healed tuberculous 
persons eight reacted and one was doubtful. Of twenty-six sus- 
pected because of family history, symptoms or physical signs, eight 
reacted positively, four were doubtful and fourteen negative. Of 
fifty-seven apparently healthy, sixteen reacted, eight of whom gave 
a family history of tuberculosis, six of close contact with tuber- 
culous persons, and there weer only two in which no such history 
was obtained. The results correspond with those obtamed by the 
subcutaneous test. C. 



• of Typbotd Fevar— M. CbanUm*ise, Paris. La Gazette 

m^icale. Sept. 1907. 

That a very clear diagnosis of typhoid fever may be made, 
either positive or negative, by means of the typhoid toxine injection, 
is asserted by the writer who gives tiie meUiod employed by him 
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with the effects. By precipitating a strong solution of soluble 
typhoid toxine in absolute alcohol a powder is obtained, one-fiftieth 
of which is dissolved in a drop of water and injected into the eye. 
He declares that, it occasions no inconvenience and no rise of tem- 
perature. Two or three hours after the injection, in healthy persons 
and in those suffering from maladies other than typhoid fever, 
there were a slight redness and epiphora disappearing in three or 
four hours, when there was no difference to be seen between the 
eyes. The reaction was much stronger in patients suffering with 
and convalescing from typhoid fever; it reached the maximum in 
from six to twdve hours, lasted until the next day and was char- 
acterized strongly by the redness, and by epiphora and sero-fibrinous 
exudate; in positive ophthalmo-diagnosis the eye treated may be 
more often recognizable two or even three after injection. C. 

Alkaptonuria— Gr-a»frinl and van dtn Btrgb. Tijdicht. vooi Gedenk. 1907. 
Nov. 17. 

Homogentesinic acid, a- product of intermediary metabolism, 
is the substance characteristic of alkaptonuria. Tyrosin and phenyl- 
alanin participate in the production of this acid. Alkaptonuria 
must be regarded as a qualitative deviation from the normal 
metabolism in which the aromatic groups of the albumin molecule 
are not disintegrated in the normal manner. Zimmer. 

DiaCnosia of Looal and General SuppuratiTa PeritonHU— fF. P. McAdary, 
Ala. Medical Jojmal, Nov. 1907. 

A condition seldom produced, without being preceded by a 
plastic inflammation with the formation of adhesions. The diagnosis 
is not difficult except in abscess under the diaphragm. Pain over 
the entire abdomen is the first general symptom. Tenderness is 
usually marked over the locality of the abscess, also muscular rigid- 
ity; vomiting is present. The temperature seldom runs high, and 
the pulse is not often over izo. The tumor can usually be felt, and 
the diagnosis made from the history, the presence of the tumor, 
and the symptoms of sepsis, C. 

Early Dia^o«i* of TDb«r«uloai« of tb« Brooohial Glaad* in CUMrcn— 

A. D'Espine. TuberculMis VI. Nov. 5, 1907. 

Bronchophony is the earliest and often the only sign of tuber- 
culosis of the bronchial glands. The latter may appear without 
pulmonary disease or may antedate a lung affection.- In children, 
tuberculosis of the bronchial glands is frequently the solitary 
symptom of a tuberculous infection. Infection takes its origin in 
the intestines and occurs during the first four or five years of life, 
and not during early infancy. Western. 
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. iinfiy. Med. Klinik, 1907. No. 30. 
An infant, eight days old, when admitted to the clinic, showed 
devation of temperature, slight but lasting rigidity of the muscles 
of the extremities and decidedly pronounced rigidity of the muscles 
of mastication. The urine contained albumin and sugar. There 
occurred some convulsive attacks. Patient died on the fourth day. 
Necropsy revealed suppurative meningitis, acute myelitis, intra- 
muscular and intravalvular abscesses, and suppurative pericarditis. 
Pure cultures of the Bac. pyocyaneus were obtained from the pus. 
The clinical picture furnished no clue for the diagnosis. The 
prognosis is fatal. Wes\em. 

Paanmoaoaoal Aithriti*— X.. iautnge. Cbarite-Annalen, XXXI, 1907. 

The affection is mostly monarticular, comparatively benign, 
generally serous or sero-fibrinous, rarely suppurative. The prognosis 
of simple cases is favorable, that of complicated cases grave. 

Wesiern. 
SynptoBatoloCr >«■ Di><iioai> of Noraal TriAtiid P*T*r in CUMrMi— 
DtMiTj. Lb Oinique, S«pt. 13, 1907. 

A review of the symptomatology and evolution of typhoid fever 
in children, including a personal observation of a little patient. In 
children the onset is often sudden — temperature 104" F. at the 
onset — with symptoms that are difficult to diagnose in the early 
stages. Sore throat as in scarlatina, vomiting as in pneumonia, etc., 
and it may even be ushered in by convulsions. Functional symptoms 
are much less marked than in adults. The red spots are nearly 
always very abundant and may be mistaken for measles. The pulse 
is more frequent than in the adult, but is not dicrotic. Heart com- 
plications are frequent and serious, pulmonary pnenomena and 
urinary troubles insignificant. Desquamation is more marked in 
children, and the duration of the disease relatively short, from about 
two to three weeks. C 

BraiB STBptoma of Typhaid Paver ■iiniilatin( tboac of Haatoidkb — 
Kaipar Piscbtt. C«l. St»te Journal of Medicine, Nov. 1907, 

History of a case in which the mastoid symptoms were so 
decided that typhoid fever was not diagnosed until very late. The 
patient, a young woman of 18, had all the symptoms of mastoiditis, 
and was treated for several weeks for that disease, the condition 
being similar to meningeal irritation. The aching of the eyes and 
sensitiveness to the shaking of the bed disappeared after an opera- 
tion, but the condition of the wound did not explain the high tern 
perature which still remained, while the pulse did not indicate any 
meningeal irritation. An examination showed enlargement of the 
liver and spleen ; the Widal test was ordered, and typhoid fever 
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positively diagnosed. The patient, the author thinks, had typhoid 
fever before the mastoid operation was performed, and that it is 
well in a doubtful case of mastoidis to make a thorough physical 
examination, not only of the ear, but of the whole body- C 

Dia^noab aod Treatment of Diphtheria in Yonn^ Children— f. F. Wtbittr. 
Boslon Medical and Surgical Journal, Nov. Zl, 1907. 

The younger the child, the higher the mortality, the greater 
the urgency for diagnosis and treatment. Diagnosis by smears is 
unreliable as when smears show no bacilli, bacilli may be shown by 
culture. Qinically, by certain familiar symptoms and signs, diph- 
theria can usually be recognized, though of course there is a pos- 
sibility of mistake. 

It should be borne in mind that very young children rarely 
have follicular tonsilitis. 

The conclusions are that, in young children, a probable diagno- 
sis of diphtheria should be made upon comparatively slight ev- 
idence; that the dangers of waiting are so great, that a clinical 
diagnosis is of first importance and all sufficient for the purpose of 
treatment; and that cultures are of value mostly for purposes of 
immunization and quarantine. In larger cities where the mortality 
was from 35 to 50 per cent, without antitoxin, it is now less than 
10 per cent. In children under two years of age the mortality is 
still about 30 per cent, in recognized cases. In young children the 
initial doses of antitoxin should average 3,000 to 4,000 units rather 
than less, because recovery is quicker and it is less often necessary 
to repeat the injection. It should be remembered that a nursing 
mother, ill with diphtheria, excretes antitoxin in her milk. A case 
is cited of a patient with a suckling one month old. The mother 
had a severe tonsillar diphtheria. Her boy, six years old, developed 
diphtheria within twenty-four hours; but the baby nursed at the 
mother's breast remained well. C. 

ScarlaliiM and Dukc'a Di«ea««— .4. A. Cotlon. Journal A. M. A., Oct. 26, 
1907. 

To scarlet fever, measles, and German measles. Duke's disease 
may be added. It is less contagious than measles, probably less than 
scarlatina. The incubation period is from one to three weeks. 
Prodromata are often wanting, the first symptoms often being the 
rash. Mild catarrhal symptoms with hypercCmia of the faucial, oral 
or ocular mucosa, may be present. The eruption appears first on 
the neck, syreading rapidly downwards over the trunk. Occasion- 
ally fine points first appear, quickly blending in a general hyperemia. 
The marked oro-nasal pallor of scarlet fever is not in evidence. 
The color of the rash is suggestive of scarlet fever ; it fades rapidly 
after two or three days without stain. Itching is absent ; the skin 
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is not hot to the touch. Desquamation usually, but not always, 
follows the disappearance of the exanthem. Its character is fine 
and branny. The febrile movement, usually marked, subsides rap- 
idly with the eruption. The tongue, except for an occasional coat- 
ing, is negative, as also the throat. The pulse shows no acceleration 
out of proportion to the febrile movements. No massive enlarge- 
ment or softening have been observed in uncomplicated cases. As 
a rule, no complications nor sequelae occur. The differential 
diagnosis from scarlet fever: 1. Long period of incubation; 2. Ab- 
sence of initial vomiting; 3 Moderate fever of brief duration; 4. 
Normal rates of pulse to temperature ; 5. Absence of characteristic 
scarlatinal tongue ; 6, The absence of, or if present, the fine char- 
acter of desquamation ; 7, The freedom from sequelae ; 8. Probably 
the absence of leucocytosis. When one or more cases of apparent 
mild scarlet fever occur in a family giving a clear history of former 
attacks of scarlet fever. Duke's disease may be suspected. C. 

RESPIRATORY AND CIRCULATORY ORGANS. 

The Value of Groooo'i ^a.~E.Catiael. La Clinique, Oct. 25, 1907. ^ 
The author gives the views of Koranyi, Perracini, Pi cot, 
Thayer and Fabyan which were similar to his own, research having 
confirmed the reality of the existence of Grocco's triangle. He 
agrees with Grocco and Pierracini that the perivertebral triangle is 
not present in splenopneumonia, and that consequently it constitutes 
a most excellent sign of differential diagnosis to separate spleno- 
pneumonia from exudative pleurisy. C. 
Some Remarks on the Di«iiia*i* aod Treatment of Pericarditis— Amu;/ 
Ifeii. British Medical Journal, Oct. 26, 1907. 

The pain in pericarditis may be due to friction or may be of 
cardiac origin; when due to friction it is generally limited, and is 
not radiated or referred, but cardiac pain of the acute kind re- 
sembling angina, is very rare. Friction is the most characteristic 
sign, and when present most conclusive ; it is sharply localized and 
not referred. Cardiac dulness is always increased. Where there 
is pericarditis this is a matter of course, but it occurs equally when 
there is no effusion, and is then due to dilatation of the heart which 
must of necessity occur in any form of pericarditis. The dilatation 
will be most marked where the muscle is thinnest and weakest, 
namely, the left auricle and right side. One of the earliest signs 
of pericarditis is said to be an increase of dulness to the left base, 
but the writer thinks it is really due to the dilatation of the left 
auricle. The left ventricle is the last part of the heart in which 
dilatation occurs. The clinical experience of paracentesis proves 
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bQrond question how very difficult the diagnosis between pericardial 
effusion and cardiac dilatation is, even in the hands of the most 
competent diagnosticians. 

Systolic recession of the apex beat is a pathognomonic sign of 
adherent pericardium when it is present, but the converse is not tme 
that the pericardium is not adherent if systolic recession of the 
apex beat be absent, for adherent pericardium may be present with 
no definite sign at all, unless it be a slight increase of the cardiac 
dulness for which other causes might be assigned. When there is 
effusion enough to separate the heart from the chest walls, the heart 
sounds will be muffled, but heart sounds may be equally weak from 
dilatation only. A perverted pulse-respiration ratio is often spoken 
of as if it was peculiar to acute pneumonia, but in acute pericarditis 
it is often as marked or more so, the writer having frequently found 
the respiration rate to be 50 or 60, and in a recent case, as high 
as 70. The true pulsus paradoxus (pulsus cum inspiratione inter- 
mittens) often described as of common occurrence, he considers 
very rare, and under any circumstances, however interesting as a 
phenomenon, is of no practical use in dii^osis. C. 

SjfibiSt of the He«rt mnd its ««rlr Diagnock— jB. Herxag. BcrliDCr klin. 
Wocbenscbr., Aug. 5. 1907. No. 31. 

In the presence of aortic insufficiency or other cardiac disease 
in the comparatively young who presents no history of articular 
rheumatism, the possible existence of syphilis should be duly con- 
sidered. Increased blood pressure, accentuation of the second aortic 
sound, intensified apex impulse and Musset's symptom point to 
disease of the aorta and the coronary arteries which is very likely 
of specific nature when there is a history of syphUis. The rapid 
development of these symptoms and the appearance of neurotic 
cardiac phenomena in the formerly non-neurasthenic is conclusive 
as regards their syphilitic nature. Western. 

The SoarlatuiM H««rt (Mroearditi* ■oarlatiiKMa) — Pttfiichill. Wiener 

klin. Wochen»chr. 1907. No. 37. 

Division (Spaltung) of the first sound and a friction sound 
as in pericarditis — symptoms of myocardial disease — often super- 
vene in the heart of children affected with scarlatina. These ab- 
normal sounds may be of value in the recognition of rudimentary 
cases of scarlatina. Western. 

The Aiaoeiatloii of Tabe* donaU* with Diseua of the Heart and Vaa- 
oolar Sr^tiMi—A. SlrSmpttl. Dcuiscbc Med. Wocbenichr. Nov. 21. 1907. 
No. 47. 

In patients with insufficiency of the aortic valves, sclerosis of 

the aorta and aortic aneurysm symptoms of synchronous tabic dis- 
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ease, if diligently looked for, are not infrequently met with. Again, 
pronounced tabes dorsalis is found associated with aortic insuf- 
ficiency and aortic sclerosis in comparatively many instances. The 
association of both affections is due to the self-same causative 
factor. They are the after-effects of a syphilitic infection. The 
demonstration of solitary tabetic symptoms, especially of the Argyll- 
Robertson pupil, is sufficient evidence of the presence of the syphil- 
itic stigma and hence of considerable diagnostic importance. 

IV es tern. 

OlMtruotion of the Superior Vciu) C»r»—Rrvillied. Revue m^tl. de la Suisse 
rom. XXVII. No. 5, 

The symptom-complex of this condition comprises bilateral or 
unilateral cyanosis of the face, neck, chest and the arms, edema, 
appearing at first in the recumbent position only, but not subsiding 
when in the erect posture later on, exophthalmos, dyspnea, tachy- 
cardia and tumification of the typhoid gland. The similarity of the 
latter symptoms with the syndrome of Graves' disease may give rise 
to the wrong diagnosis. Western. 

The Value of Blood PreMure Detcrminalion in the Dia(no«is of Aneurysm 
of the Thoreeio AorU-O. K. WiUiamsoa. Lancel, Nov. 30, 1907. 

The results of instrumental examination for detecting differ- 
ences between the pulses on the two sides, either as regards their 
volume or the time of their recurrence, as compared with digital 
examination, are given. In a large proportion of cases of aneurysm 
of the thoracic aorta, detection by the latter method is impossible. 
Thirty cases of aneurysm were investi^ted, the observations were 
limited to cases in which the aorta or the innominate artery was 
involved, because it is among these cases of aneurysm only that 
one would look for differences between the pulses on the two sides. 

The instruments employed were Stanton's blood -pressure in- 
strument and Oliver's hemo-dynamometer. The readings of systolic 
pressure obtained by Stanton's instrument were used as the basis of 
comparison, less importance being attached to Oliver's. 

Conclusions. — i. The arterial blood pressure in most cases of 
thoracic aorta or innominate is either normal or almost so. It is 
as a rule, however, much higher in cases of mere dilatation of the 
aorta, and this fact is of some value in the differential diagnosis 
of these two conditions. 

2. A distinct difference between the arterial blood pressure in 
the two arms is the rule in the majority of both aneurysm of the 
aorta and innominate, and on the other of dilatation. Therefore 
such difference is of no value in differential diagnosis. 

3. Whilst distinct {at least 5 millimetres), or marked, fat 
least 10 millimetres) differences are the rule in a far larger propor- 
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tion of cases of the aorta or innominate than in those of arterio- 
sclerosis of mediastinal tumors, they are sufficiently frequent in the 
latter to conclude that their presence in a given case affords but little 
help in a differential diagnosis. Differences of pressure greater than 
20 millimetres, however, give stroi^ evidence of aneurysm of the 
arch or ascending portion of the aorta against the other two con- 
ditions. 

4. A distinct difference between the pressure on the two sides 
is the exception in cases where none of afore-mentioned patholog- 
ical conditions exist. 

5. Digital examination of the pulses in cases of aortic an- 
eurism is a far less sensitive method than instrumental, frequently 
gives results directly at variance with those obtained by the latter 
means, and therefore are of much less value in diagnosis. C. 



ALIMENTARY TRACT. 

Determiaatian of the Slscof the Stonuioli by HandperoDMioo— F. SchilUng, 
ZenlralbUlt fuT Innere Med., Nov. 23, 1907. 

The Stomach contours are determined while the patient is in 
dorsal position with relaxed recti muscles. The examiner percusses 
with his right hand the epigastric and left chondriac regions by 
striking lightly in vertical direction from above downward or from 
the left to the right. The contours of the stomach, thus ascertained 
by percussion, are at once marked with a blue pencil held in the 
left hand. The percussing fingers are slightly contracted. Percus- 
sion is performed along four vertical lines from above downward, 
I. in the median line from the xiphoid process to the umbilicus (or 
further below), 2. in the left parasternal line beginning at the sixth 
costal cartilage, 3. in the left papillar line from the nipple down- 
ward, and 4. in the right parasternal line as far as there is tympany. 
Horizontal blue marks denoting the contours are at once drawn with 
the left hand. After this, the extent of the stomach from left to 
right is determined by a maximum horizontal line and the limits 
are denoted by vertical pencil marks. By means of the eight hori- 
zontal and two vertical pencil marks the size of the stomach may 
be readily ascertained. 

The determination of the size of the stomach by handpercus- 
sion is best made before withdrawal of the test breakfast as this 
and the air contained in the organ enhance the tympanic sound. 
The diagnostic value of this simple method is about the same as that 
of the much more complicated procedure of air inflation. 

Western. 
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PhTiiologio Method* in Diafaoaii of Gaalrio Diteaae— F<»/»i> Tard, Chicipi 
Medicil Record, Dec. 1907. 

In the physiologic methods of diagnosis we arrive at conclu- 
sions by determining the quality and quantity of work that an organ 
or organs can do as measured by certain standards. The product of 
the work of an organ is used as an index of its condition. We 
determine the status of the secretory and motor functions of the 
stomach by testing digestion. One of the most important advances 
made in diagnostic methods is that of the stomach contents, usually 
under some form of standard test meal. The three methods in 
general use for examination of the stomach contents are vomiting, 
aspiration, and expression. A very desirable method for the re- 
moval of the stomach contents is that of the expulsive method, 
which is explained and its advantages summed up. The differential 
diagnosis between motor insufficiency due to stenosis of the pylorus, 
and primary atony of the stomach without stenosis, is given. While 
therapeutic tests are not scientific as a diagnostic measure, such 
methods as pneumatic gymnastics of the stomach and other im- 
portant gastric therapeutic methods will help to make our diagnosis 
more certain, and they must be utilized until our knowledge of 
etioli^y and pathology becomes more complete, C. 

PUefmonoiu Gttrilit—H. E. Robirtmn, Jouro. A. M. A., Dec. 28, 1907> 
The disease may not show other symptoms than pain in the 
epigastric region, vomiting, collapse and death. More frequently 
it begins with a severe chill, followed by moderate fever, accelerated 
pulse, burning or gnawing pain in the pit of the stomach, tender- 
ness over the epigastric region, intense thirst, vomiting of bile- 
stained fluid, and a genera! appearance of a graver illness than is 
suggested by the symptoms alone. Usually, the affection progresses 
rapidly, vomiting becomes more violent, pain constant and severe, 
pulse rapid and nmning, tenderness extreme, and abdomen tense 
and rigid. Collapse and exitus ensue rapidly. 

Temperature ranges between 99 and 102*^ F. Sometimes there 
is no fever. Pulse becomes rapid quite early, increasing in fre- 
quency and becoming weaker out of all proportion to the temper- 
ature. Vomiting is a constant symptom, and is uncontrollable as the 
affection progresses. When accompanied by peritonitis the vomitus 
often changes from bile-stained fluid to a fecal type. Some patients 
vomit pus. Tenderness may be present over the entire abdomen, 
but is more often limited to the right upper quadrant or the 
epigastrium. Pain is intermittent or continuous, sharp cutting or 
dull gnawing. In the later stages there are mostly symptoms of 
local or general peritonitis. Either diarrhea or constipation may 
occur. The physical signs are vague. Sometimes a local tumor mass 
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can be palpated and the stomach is generally much distended. In 
as much as these symptoms are common to many affections of the 
upper abdomen and on accoimt of the rapid progress of the disease, 
the diagnosis is hardly ever made before autopsy. The course of 
the disease is generally very rapid, in some cases exitus occurred 
between 24 and 36 hours after the onset. The average duration is 
from four to six days. Cases lasting from twelve to fourteen days 
are reported. The pri^nosis is very grave, the mortality rate being 
about 98 per cent. Western. 

Faolon iaflaeDoinA the early Dia<n<Mb of G«striD CarcinoDia— /Tit/Mi- 

J. Stone. American Journal Medical Sciences, Oct. 1907. 

l"he early diagnosis of gastric carcinoma must remain the im- 
portant factor leading to permanent aid or amelioration. Loss of 
weight and age of the patient have only relative importance in early 
diagnosis ; while the majority of patients are over fifty years of age, 
carcinoma can scarcely be called rare under thirty-five. Vomiting 
may not be called an early symptom, hemorrhages occur late except 
in cases specified by the writer; pain in the early stages is not 
marked, and when a palpable tumor is present upon inflation, the 
patient can scarcely be considered a subject for early diagnosis. 
As regards evidence of stagnation in the fasting stomach. Acker- 
man and Gompertz have found that lactic acid and sarcines are " 
supplemented by Oppler-Boas bacilli, and when abundant, are of 
much more diagnostic import as indicative of malignant stenosis at 
the onset, than the finding of sarcines in benign obstruction. 

It is safe to assume that organic disturbance is present in a 
case in which simple dilatation is excluded under the following con- 
ditions: Where evidence of stagnation is present; if, under the 
various test-meals it is found that seemingly permanent alterations 
have taken place in the way of deficient HCl, or excessive organic 
acids with the finding of yeast and long bacilli ; and where the stag- 
nation and secretion are not improved by treatment. Mayo found 
that in 313 operative cases only 26 were diagnosed early enough 
to permit radical extirpation. This fact should make physicians the 
more anxious to give such sufferers the benefit of competent 
surgery, and the whole matter hinges upon early diagnosis. "A 
suspicion of cancer of the stomach, which cannot be dissipated by 
known methods within a short time, should lead to exploration." 
(Mayo.) C. 

Earlr DiafnosU of GtMtrio Canoer, with Report of a Case—/.. M. Cempiriz, 
Med. Rec., Oct. 5, 1907. 

When there is an absence of free hydrochloric acid, with dimin- 
ished gastric secretions, after a test breakfast, and the presence of 
stagnation and the lactic acid bacilli can be determined micro- 
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scopically, it is justified to treat the case surgically. While the 
absence of lactic acid bacilli may not exclude the diagnosis of 
pyloric cancer, their presence constitutes one of the most valuable 
confirmatory signs in the early diagnosis of the affection. 

iycstcrn. 
ir—Riihard F. Chast. BoMon MeJicaT and Surgical 

If from history, age and loss of weight (enough points in any 
case to arouse suspicion), cancer is suspected, then by a thorough 
physical examination together with the applications of the various 
diagnostic tests at the physician's command, the suspicion of cancer 
may be confirmed, or its falsity proven. The continued absence of 
HCI and the presence of lactic acid, when frequent gastric lavage 
is employed, are chemical abnormalities of the gastric juice most 
often met with in cancer of the stomach, and very rarely in other 
conditions. 

In the absence of gross signs of stasis, tlie finding of micro- 
scopic fragments of food in the rinsing water, several hours after 
the stomach has emptied itself — and especially if the lactic bacillus 
is present — Ziegier considers an early and constant symptom of 
cancer. Solomon's test and aspiration of the stomach's contents 
are spoken of as helps in reaching a diagnosis; inability to pass a 
stomach tube more than 15 to 16 inches point strongly to a malig- 
nant disease. 

No rule can be established as to the time allowed for making 
a diagnosis, except the general one that it must be as short as pos- 
sible. In advanced cases in which a radical, in fact, any operation, 
is out of the question, one or two examinations will be sufficient to 
form a diagnosis; while in earlier cases from one to three weeks 
will be necessary. In a small number of cases where the true con- 
dition cannot be determined by medical means within three weeks 
time, exploration should certainly be made and the operation carried 
out which seems indicated. Cancer of the stomach should more 
often be thought of by the physician in his diagnosis of gastric dis- 
orders, and at an earlier stage of the disease C. 
Aoote port-operadre Paralrsi* of the Stomaoh with •eoondarr Oooliwioa 
ofthe Duodenam— ArrnAWm, Goitingcn, MooatMchr. f. Geburtsh. u Gynaecol., 
Bd. XXXIV, S. 170. 

A vigorous woman, on whom laparotomy was performed, 
developed acute paralysis and dilatation of the stomach and tem- 
porary occlusion of the duodenum. The symptoms began two 
days after the operation with repeated vomiting, rapid, increasing 
weakness of the heart and system, but no pain. The diagnosis was 
confirmed by lavage, when the distended stomach collapsed. The 
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occlusion of the duodenum was evidenced by the presence of bile 
and pancreatic juice in the vomitus, and the free excretion of in- 
dtcan in the urine. Cronson. 

Dkouwioo oo the Diafaoai* of Acute PaaoreatitH— British Medical Journal, 
Oci. 26, 1907. 

Osier: The study of pancreatitis might be divided into three 
periods — that time when the pancreas was believed to be of little if 
any importance, the time when the work of Fitz appeared, and the 
later time of the discoveries of pancreatic ferments and the relation of 
the pancreas to the production of diabetes. He recognized two groups 
of acute pancreatitis — one group in which there was distinct en- 
largement of the gland which might be partly due to hemorrhage 
into its substance; another where the gland was in a state of sup- 
puration. An important distinctive anatomical point is, that in the 
acute pancreatitis hemorrhage cases there is no fat necrosis. 

A mechanical cause, as a calculus in the common bile duct 
leading to bacterial infection ; a cheniica! cause, as bile, gastric juice, 
or duodenal contents; an infective cause — the various pathogenic 
organisms in the intestine — are the three main causes of pancreatitis, 
the last named being the most important of all. The frequency of 
the association of gall stones with acute pancreatitis is remarkable, 
occurring as it does in nearly half the cases. Bile, independent of 
bacterial invasion, is probably unable to set up the disease alone. 

It may be said that the diagnosis of acute pancreatitis was often 
impossible, for the same symptoms might be found in severe hepatic 
colic or acute perforation of the stomach. The history is of the 
greatest significance especially in middle aged men. Death occurs 
as a rule from three to four days from the onset. 

As to the prognosis, 90 per cent, of a large series of cases not 
operated on, died, and more than 50 per cent, of those operated on, 
recovered. Those cases caused by gall stones are especially fatal. 

Cammidge: Only in a small number of cases of pancreatitis 
a corect diagnosis was made either prior to operation or at post 
mortem examination. Taking 50 recently reported cases, 12 were 
diagnosed as perforating gastric ulcer, 12 as intestinal obstruction, 
4 as peritonitis, 2 as appendicitis, 2 as cholecystitis, i as strangulated 
hernia, i as angina pectoris, 12 no diagnosis, and only 5 diagnosed 
as acute pancreatitis. Such results imply that reliance upon 
clinical history and symptoms alone rather mislead than furnish the 
Ifflsis for correct opinion. The important part that the pancreas has 
been shown to play in digestion and internal metabolism naturally 
suggests that an examination of the secretions of the body will be 
likely to afford evidence of th« evidence of the disturbance of func- 
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tion produced by inflammation of the gland or its partial destruction 
in acute pancreatitis. Unfortunately, the constipation usually ac- 
companying such cases at the onset, does not permit the application 
of this method. C. 

Dia<nMb of Gall StonM-JVni MacPkatttr, The Post -Graduate, Nov. 1907. 
■ It is in the two extremes, the large and the small stones, that 
few or any symptoms of gall stones are noticed. There are two 
points which a calculus is most Hkely to obstruct, the cystic duct, 
known as the valve of Heister, and the point where the common 
duct passes into the duodenum. It not infrequently happens that 
at post mortem examination a number of stones are found lodged 
here unable to pass through the narrow point beyond, and this 
should be remembered when the abdominal wall is opened. Inves- 
tigation is carried no further sometimes when there are no stones 
found in the gall bladder. 

It is well to feel all along the ducts, especially in the region of 
the diverticulum of Vater, and to make a thorough examination in 
the region of the lower margin of the liver. In rare cases, the gall 
bladder, may be distended that it assumes such large proportions as 
to make it difficuit to distinguish it from hydronephrosis or ovarian 
cyst. Little collateral evidence is present in the majority of such 
cases. Jaundice is seldom a symptom, as it is only when impaction 
takes place in the hepatic or the common bile duct, that jaundice 

As the subject is of great practical importance to the surgeon, 
the diagnosis of a distended gall bladder should receive the greatest 
care and attention. The condition being frequently simulated by 
other pathological abnormalities, the difficulties which arise in 
diagnosis are generally associated with any one of the following: 
Floating or movable kidney, Hydronephrosis, linguiform process of 
the liver, ovarian cysts, growths in head of pancreas, and cancer 
of the liver. 

Cholelithiasis is distinguished for the variability of its symp- 
toms and pathology, nor can any rule be laid down as to when an 
attack may return in any given case, nor any estimate made of how 
long the attack may last ; it may only be said that until the calculus 
effects an entrance into the duodenum, there will be more or less 
biliary colic with accompanying symptoms. This may be from an 
hour or two to the same number of days or even longer. 

When the usual symptoms are present the diagnosis can readily 
be made, but it is in those cases where symptoms are lacking or 
incompletely developed, that difficulties arise. When investigating 
a case, a number of the most prominent symptoms should be taken 
in conjunction. 
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" Pain : elevation of the temperature ; sliiveriiig sensation ; 
retching or vomiting ; jaundice ; when the concretion is in the hepatic 
or common bile duct-clay colored stools, when long continued ; ten- 
derness and enlargement of the liver; tenderness at a point between 
the ninth rib and umbilicus; distension of the gall bladder; itchy 
sensation; weak, faiting turns; convulsions, and cold perspirations, 
may one or all be present, but the one that stands out most prom- 
inently is pain." Besides the severe nature of the pain, its sudden 
onset and equally sudden cessation are predominant features. A 
slight elevation of temperature, usually preceded by a rigor, is a 
fairly common symptom of an attack of biliary colic. The urine 
voided during or just after an attack is generally more copious in 
amount and of a pale color, and where no jaundice is present, there 
will be little or no change in color. So far as has been shown, 
cholesterin has never been found in the urine. C. 

NERVOUS SYSTEM. 
Srmplonu of Anterior Poliamyeliti* in the Acute Sta^e— /.out/ C. Ager, 

Long Island Medical Journal, Dec. 1907, 

Earliest manifestation of the infection is always to be found in 
the gastro- enteric tract, with an accompaniment of fever. Con- 
stipation is an early symptom. In some mild cases there is a history 
of a gastro -enteric disturbance one or two weeks previous to the 
paralytic attack. Convulsions occur during the first day or two; 
Pain and tenderness have lieen prominent symptoms in all cases of 
extensive paralysis, and tenderness on pressure ami movement are 
also seen early. That this is not a true neuritis may be demonstrated 
in children old enough to discriminate, for the soreness is in the 
muscles, not in the nerve trunks. There is no disease in which the 
individual cases differ more widely than in anterior poliomyelitis. 
There is a mild tyjte which might be easily overlooked — that in 
which some unusual group of muscles of the back are the only seat 
of the paralysis. Another type difficult or impossible to differentiate 
early, consists of those cases in which the infection is so high in the 
cord that the disease closely resembles meningitis with opisthotonus, 
convulsions, irregular and sluggish pupils, severe headache with 
rolling of the eyes, head, and the occasional sharp cry; such a case 
may recover with a limited area of permanent paralysis. On the 
other hand, distressing symptoms may occur in cases which show 
rather a mild early stage, Goodhart. 

Sensory Synptomi in the Acate Slafe of Anterior Foliomyehtii — William 

Brniuttijig, Long Island Medical Journal, Dec. 1907. 

During the onset of this disease sensory manifestations are 
common. 
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First. — Gross sensory disturbances — an impairment of all forms 
of sensation from the affected portion of the cord. 

Second. — Panesthesiae. 

Third. — Pain, The most important effects on the sense side in 
this disease arc the various forms of pain. The early pain can be 
classified as an hyperalgesia as in meningitis. Next comes spinal 
pain, in some few cases very severe, in others entirely absent ; from 
its character it appears to depend on the extent to which the spinal 
meninges are implicated in the process. This spinal pain is favorably 
influenced by local counter- irritation. There is another type of pain, 
little recognized, distinctly later in appearing. This is the soreness 
and tenderness that comes on after the acute stage has passed, and 
is wholly peripheral in site ; this is pain on motion and manipulation. 
It is known, that after nerve section, it requires two days to a week 
for muscular degeneration to become evident. This form of pain 
persists in light cases for a week more or less, in severe cases as 
long as a month. It has a prognostic value, for as soon as it can be 
mapped out, it gives the means of distinguishing in these young 
subjects more exactly than by electrical or other means, the extent 
of the muscular involvement, Goodhart. 

Faraia— Certain Feature* in regard to Etiologr aad Dlffereotial Dia^Mb 

—John G. FilzgiralJ, Canadian Practioncr ood Review, Nov, 1907. 

A very large percentage of the cases of paresis may, in their 
method of onset, simulate cases of acute maniacal excitement, of 
a functional character, and the practitioner must be ever on his guard 
lest he give a favorable prognosis in a condition that invariably ends 
fatally. 

In eight cases mentioned, greatly increased psychomotor dis- 
charge, emotional exaltation, and a suggestion of flight of ideas were 
present, showing the difficulties of diagnosis in such cases. In every 
case of a psychosis developing suddenly with acute excitement, in 
men between the ages of thirty-five and forty-five years of age, 
paresis should be positively excluded before any diagnosis is made. 

Goodhart. 

tHa^noab and Treatment of Acute Encephaliti* in Children— A/. Comhy, 

Archives de m^dicinei dea Enfanis, Oct. 1907. 

Attention is drawn to the necessity of distinguishing encephalitis 
from meningitis. The differential diagnosis is delicate and is based, 
essentially, on invariably sudden onset, in encephalitis the habitual 
absence of rigidity of the nape of the neck, Kernig's sign, cerebral 
sp:rt. vomiting and con^til)ati^>n, A certain degree of accuracy may 
he obtained by the help of tiie lumbar puncture. In meningitis 
there is always a clear leucocyte reaction in the cephalo-rhachidtan 
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{lymphocytes for tuberculosis, polyiiuclears for the bacterian 
meningitis) in acute epcephalitis there are no cellular elements. Jn 
case of meningeal haemorrhage there will be fouTid more or less of 
haematic elements in the cephalo-rhachidian fluid. Goodhart. 

Apomorphipc in Dimtaom of Bulbar Atteationa—Fernira. La PreiM medi- 

cale, Sepi. U. 1907. 

Weak or negative response to a small injection of apomorphine 
will enable the physician to detect bulbar paresis before it is clin- 
ically manifested. In this way glosso-Iabial-laryngeal paralysis may 
be detected while incipient, by the degree of nausea and the amount 
of vomiting. The medulla oblongata will be found to be alreaay 
seriously anected if there is no vomiting at all. 

Tbe Emploroicat ot ApoBOrphine in the Diagno«i* of Bulbar Diaaaae— 
Ftrreira, L> Presse m^icale, Sept. 21, 1907. 

In cases where doubt exists, a moderate dose of apomorphine 
hydrochlorate may be injected, and if not followed by vomiting, a 
grave bulbar lesion is indicated. A clear differential diagnosis can 
be made by this means between false and true bulbar paralysis. 

Goodhart. 



—Paul Pieun, Bulleiin de Ii Soci£t6 de 
M^icine Mentile de Belgique, Dec. 3, 1907. 

The line is not always clearly drawn between melancholia and 
paranoia, and between typical forms of paranoia and typical forms 
of melancholia the clinical difference is slight. Goodhart. 

IKafoais of cerebrospinal Mcnin^itia by Cult are* from the Blood— 

J. M. BtTitii and M. T. Smith, The American Journal of (he Medio] SciencM, 

Oct. 1907. 

The number of cases in which the diplococcus intracellularis 
meningitidis has been found in the general circulation is 8. 
The patient was a gird of fifteen. She entered the German 
Hospital May 5, 1907. Family history negative. Her esse had 
formerly been diagnosticated as acute articular rheumatism with 
acute endocarditis. Before admission the patient was suddenly 
seized with violent pain in the head, neck, and arms, vomiting re- 
peatedly. She was conscious of all that was going on about her, 
was tender all over the body, free from eruption ; heart dulness ex- 
tended 2 cm. to right of sternum, to left midaxillary; systolic 
murmur heard at apex, transmitted to axilla. Temp. io» to 103 
degrees. White blood cells 38,000. May 6th a small incision made 
over one of the superficial veins at bend of the elbow, four ex. of 
blood removed and distributed equally in two flasks containing 
75 C.C. of starch bouillon. On May 7th the bouillon contained a 
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diplococcus which was isolated in pure culture on agar plates; the 
colonies were few and scattered. A diagnosis of diplococcus intra- 
cellularis meningitidis was made. May nth the patient's opsonic 
index to the diplococcus obtained from the blood was 100 per cent. 
Temperature 103 to 103.4 degrees. Following day it had declined. 
On May 15th, her opsonic index was 172 per cent., temperature 
101.40 to 101.80 degrees. Her temperature continued to fall by 
lysis. May 25th, temperature normal. Recovery. Goodhart. 



Besides the three cardinal symptoms — struma, tachycardia and 
exophthalmus — there is a large number of other symptoms, some 
more important than the exophthalmus as diagnostic aids because 
more frequent and characteristic. The thyroid gland is enlarged in 
a majority of cases of the disease. Since we have been taught how 
to recognize slight enlargements, the reports of exophthalmic goiter 
without goiter have become fewer, and some go so far to deny the 
existence of an exophthalmic goiter without struma. It does exist, 
however. Of twenty-one of the writer's cases a struma was recorded 
in eighteen. The whole gland is, as a rule, uniformly involved, 
giving rise to the well-known horse -shoe projection, but one lobe 
may be larger than the other. The struma is not large as a rule ; 
the patient may not even have noticed the thickening of the neck. 
A characteristic feature is the granulation of the surface, usually 
recognizable on palpation, and is due to the lobular hyperplasia. 
Most important, from the diagnostic standpoint are the vascular 
peculiarities of the goitre for the typical struma in exophthalmic 
goitre is always a struma vasculosa. The telangiectasis is rec- 
ognizable (i) by the visible pulsation of the goitre, (2) in many 
instances by the palpable systolic expansion, (3) by the palpable 
thrill, and (4) by bruits audible at the point of entrance of the 
thyreoid arteries (especially the superior) into the glana. In the 
semciotic trinity the increased frequency of the heart beat is the 
most constant and important sign. The pulse rate is practically 
over 90 and may exceed 200 beats to the minute. A rate between 
no and 150 is very common; patients usually notice subjective 
palpitation. Exophthalmus is entirely absent in about one-third of 
the cases, and may be so light in the other two-thirds as to escape 
attention. It is necessary to distinguish between apparent exopn- 
thalmiis and true protrusion, the former as a rule more important 
as a factor than the latter. The tremor is a fourth cardinal sign. 
Throbbing of the carotids and the aitdomiiial aorta is a frequent 
sign, and one of considerable diagnostic import, psychic manifesta- 
tions are often pronounced and may be the first to excite suspicion. 
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There is a marked tendency to emaciation despite liberal leedliig. 
The atypical cases and in the beginning of the disease some diffi- 
culty may be encountered in diagnosis. An important pan of the 
physician's function lies in the diagnosis of the indications and 
contraindications for surgical intervention. A positive diagnosis 
of exophthalmic goitre having been made, it is the duty of the 
physician to recommend operation early. Not every patient present- 
ing the V. Graefe phenomenon or the irritable heart should undergo 
operation but when a persistent tachycardia, associated with a vas- 
cular struma, has been discovered, or whenever the grouping of 
symptoms is such as to leave no doubt of the existence of a per- 
sisting thyreod intoxication, medical treatment, unless markedly 
beneficial, should not be continued long, before the knife is resorted 
to. The only contraindications in uncomplicated cases are a feeble 
heart with a very high pulse frequency or pronounced psychic ex- 
citation. The remarkable results already obtained in a number of 
cases by Refers and Beebe through the use of their curative scrum 
gives us good reason to hope that a method will soon be perfected 
which will permit the internist to accomplish with his needle what 
he now asks the surgeon to do with his knife. Goodhart. 

Prelimiiurr Report on the Bitoifiance of the Ocular Si^o* and Symptonu 
of Dementia Precox au observed in a serie* of 115 oonaeouliTe oaaei 

—H. H. Tyton and FUrce Clark, Neurological Sociely, Oct. 1907. 

Definite changes were founfl in all the cases fairly distinctive of 
this psychosis. The fundus changes are divided clinically into three 
stages in their order of occurrence: 

First stage: Congestion of discs, hyperemia and edema, 
dilated dark-colored veins, slightly contracted arteries, blurring of 
edges of discs all of varying degrees, constituting a low grade 
perineuritis of the optic nerve. 

Second stage : Congestion of nasal side with temporal pallor 
of discs, dilated veins and contracted arteries. 

Third stage: Pallor of discs, dilated veins, contracted arteries, 
constituting anemia and partial or complete atrophy of the optic 
nerve. 

All forms in the disease group of dementia precox arc studied. 
The more marked changes are seen in the more rapidly deteriorating 
types of the disorder. Alcohol and tobacco may have been con- 
tributory factors yet there still remains the fact that the detailed 
eye changes run throughout the series. The evidence is hence strong 
that some other potent toxin is responsible for the disc changes. 
The toxin is primarily a vascular poison, its probable source being 
autointoxication from liver or intestines. 
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The primary disc changes in dementia precox involve venous 
system, producing profound disturbance of nutrition and slow nerve 
fibre degeneration finally. Inasmuch as disc changes in the first 
stages somewhat resemble those seen in ordinary intestinal toxemia, 
observations while patients are under hygienic treatment of free 
catharsis, intestinal antisepsis, etc., show a certain degree of im- 
provement. An average enlargement of dementia precox pupil 
over the normal amounting to i 9-85 mm. is noted. Visual fields 
found concentrically contracted. Goodhart. 

Galvanometer in ftTobolo^j—FreJrrici Pelrrieit, Communication and De- 
moD*tnlioQ before N. Y. NeuroFogical Society, Novembei meeting 1907. 
An instrument for measuring and demonstrating the intensity 
of the emotions shows the result of applying various psychic stimuli 
to the subject passively seated with palms of the hands resting on 
placques. The fluctuations of a recording needle are indicated upon 
a screen. The degree of variation is clearly indicate<l. Mental 
activity other than that in coloring the emotions is not effected in 
inducing fluctuation on the recorder. To the scientific interest and 
value of the instrument is added a possible forensic utility. 

Goodhart. 

URINARY ORGANS— MALE GENITALIA. 

Some Advanoes in Reoai and Ureteral Dtafaona—CAarlei Liiler Leonard, 
Joum. A. M. A., Sept. 30, 1807. 

The uncertainties frequently surrounding the diagnosis of 
lesions in the deeper urinary tract have been lessened by recent ad- 
vances in the physical methods of diagnosis. The facts that have 
led to a more accurate localizing of intrarena! and intraureteral 
lesions are considered to have been derived from the study of the 
symptoms after an accurate localization of a calculus by the 
Roentgen rays. 

Localized symptoms observed as grouped about calculi at dif- 
ferent points in the urinary track have been utilized to locate other 
than calculous lesions, but these symptoms are not of themselves 
sufficient on which to base a diagnosis, nor is any method of diagno- 
sis so accurate as to be self-sufficient. Accuracy of diagnosis is 
claimed for the exclusion and for ttie positive detection of calculi, 
by the Roentgen examination, 356 cases being cited with a total 
error of less than 3 per cent. C. 

The Wmtaomit of Sidney Discaic, witli epeoial referenoc to the Si^nifi* 
canoe of Sliiht Albuminuria— f^^ar ballinger, Medical Record, Nov. 30, 
1907. 

No positive opinion should be given until after the examination 
of many specimens of urine, as it is the per-sistence of renal albumin 
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and casts that is of more serious import than their occasional pres- 
ence in larger <|uantities. The specific gravity is of great moment 
if the amount of fluids ingested is considered. Many patients go 
for years with orthostatic albuminuria of renal origin without any 
evidence of nephritis, but the prognosis should not be made from 
the urine alone but from the complete picture; therefore the heart, 
blood vessels, arterial tension, diet, intestinal canal, habits, and past 
history should receive due attention. C. 

Tnber«ulo*b of Kidney with report of oaaes— Xu/ui S. Hall, American 
Journal of Obstetrics and Diseases of Women and ChUdren, Nov. IdOT. 

Renal tuberculosis in a vast majority of cases is limited to one 
kidney. Tuberculosis may reach the kidney by the circulation, the 
lymphatics or may be ascending by continuity from the bladder 
along the ureter, or more rarely may be directly communicated to 
the ureter by some focus outside of the genito-urinary tract. 

The kidney may be involved in the tubercular process while the 
ureter and bladder remain free. The tubercular process, however, 
is prone to spread to the ureter and bladder. More rarely the tuber- 
cular process is ascending from the bladder to the ureter and kidney. 

The caseous masses break through into the calyces and find 
their way into the renal pelvis and ureter, or more rarely may per- 
forate the capsule and form tuberculous perinephritic abscess, or 
the ureter may become obstructed and a hydronephritic kidney 
develops. 

All cases coming under the observation of the surgeon present 
enlarged kidney and tubercular ulcers in the bladder mucosa around 
the ureteral opening. 

The main symptoms are : Lumbar pain, dysuria, polyuria, fre- 
quent micturition by day as well as by night, pyruria, hematuria, 
add urine, the presence of the tubercle bacillus, loss of flesh, night 
sweats, pallor and slight elevation of temperature in the evening. 
The pain in the loin is moderate, radiating to the pelvis and is not 
aggravated by exercise. The pain is increased in intensity with the 
duration of the disease. At times the pain resembles that of 
nephritic colic due to stone, and is due to blocking of the ureter by 
pus. Cronson. 

The Er« Chanfea in NephrilU in Childran-S. Slefhtnsitn, British Med. 
Journ., Sept. al, 1907. 

Retinal complications occur apparently less frequently in 
parenchymatous than in interstitial nephritis. Ophthalmoscopically 
no difference either quantitatively or i]ualitative!y is determinable 
between these two forms of chronic renal disease. The prognosis 
as regards the life of the patient with renal retinitis is as unfavor- 
able in children as in adults. Westera. 
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DialaoaU aad TrMitineDl of ProMatio Hrpertrophy— J«j;/A Witatr, N. Y. 
Med, Joum., Oct. 26, 1907. 

The typical history and the large prostate, ascertained by rectal 
examination, are conclusive of prostatic hypertrophy. Occurrence 
of residual urine is an important additional symptom. It is rarely 
necessary to use the cystoscope. It is really not prostatic hyper- 
trophy which we are called upon to diagnose and treat but prostatic 
obstruction. Western. 

FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS. 

How to Teaoh Diognous in !>■•■••■ ol Women— J. HidJlt Gafe, Americao 
Journal of Obitetrics, Dec. lUOT. 

During the first year or two, as a teacher of diagnosis, the au- 
thor evolved a scheme of diagnosis which demonstrated its merits 
by enabling the student to use his scientific imagination and follow 
his finger as it came in contact with the various parts. The scheme 
is given in detail and much stress is laid upon the importance of 
the tactits erudilus, which he considers has been so much misunder- 
stood that a few words are given in explanation. The article is 
graphically illustrated by six cuts. Fig. i Correct position of ex- 
aminer. Fig. 2. Securing the uterus between the two hands; show- 
ing the palm of the examining hand. Fig. 3. Showing the back of 
the examining hand ; cervix and fundus in normal position. Fig. 4. 
Cervix in the axis of the vagina ; fundus retroverted. Fig. 5. Fun- 
dus being restored to normal position ; the cervix gradually changing 
to right angle to the axis of vagina. Fig. 6. Fundus completely 
restored; servix at a right angle; finger cannot reach posterior 
fornix. C. 

Menitruation in Raladoa to Hytteriai Cardiopatfar and Cliloroiii— 

Diepgeit and Schroider, Zeiuchr. i. Ictin. Med., Bd, LIX, Heft 2-4. 

Hysteria delays the onset of menstruation until the sixteenth 
year and rarely modifies the intervals of a menstruation once estab- 
lished, but is a common cause of dysmenorrhea, pains in the hypo- 
gastrium, sacrum and coccyx. Gynecological affections in hysterical 
cases are mostly concomitant phenomena. 

Disease of the heart, acquired in childhood, sometimes has the 
effect of delaying the onset of menstruation somewhat beyond the 
sixteenth years. When menstruation is established disease of the 
heart rarely affects its type and in only a few cases are dysmenor- 
rheal troubles due to heart disease. Anomalies of menstruation met 
with in heart disease cannot be ascribed to the disturbed circulation. 
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but to the general deterioration of the system brought about by the 
heart lesion. 

In chlorotic patients the onset of menstruation is delayed. In 
eight anci one-half per cent, of the cases in which menstruation had 
been normal before the chlorosis the intervals had been prolonged, 
in 12 17-100 per cent, the effect was just the reverse, and also in 
12 i-io per cent, chlorosis was followed by dysmenorrhea. 

The intensity of the secondary disturbances of menstruation 
have no direct proportion to the decreased amount of hemoglobin 
in the blood. The menstrual anomaly is due not to the chlorosis but 
both are due to the imperfect development of the general system. 

Cronson. 

Intrauterine Diiappcarancc of the Ovum— FrantW, Zenlralblatt f. Gynakol.. 
1907, No. 28. 

A multipara, 29 years old, from whom both adnexae were 
removed for cystic degeneration proved to be pregnant at the time 
of operation. The pregnancy subsequently disappared without any 
abortion. Crotison. 

Enurcaii in the Female doe to Pbtinoua—Charlei E. McGirk, Sur., Gyn. 
»nd Obsf., Nov. 1907. 

Incontinence of urine is due in a number of cases to a partially 
or completely adherent prepuce for which circumcision is advised. 

Cronson. 

Metaatatio Carcinoma of the Tube and Ovarr in Caneer of the Cervix— 

Frid J. Taussig, Surgery, Gyn. and Obst., Nov. 1!*07. 

A rare case of metastatis of a squamous-celled carcinoma of 
the cervix in the tubes and ovaries along the lymphatics of newly 
formed bands of adhesion running from the adnexae to the cul de 

Ordinarily in cancer of the cervix the adnexae remain free. 
In cancer of the body the adnexae are frequently found involved. 

Cronson. 

A Caie of Intra-Li^amenlarT Urinary Bladder- IV. E. Folhergill, The Jour. 
o( Obst. and Gyn. of the Brit, Emp., Dec. 1907. 

A girl, 28 years old, complained of fre<:|uent micturition coming 
on with the onset of menstruation. Soon neurasthenia set in. On 
examination the uterus could not he rctroverted and was more in- 
timately connected with the bladder than normally. The fundus of 
the uterus seemed to dip into the posterior wall of the bladder. At 
the o_peration, total absence of the utcro-vcsical pouch was found, 
the peritoneum passing directly from the fundus on a line with the 
Fallopian tubes to the bladder. The bladder reached the upper 
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limit of the broad ligaments in the middle line, and extended into 
them on each side. When the bladder became distended with four 
ounces of fluid, it rose above the level of the uterus and the uterus 
tilted into the posterior wall of the bladder. Cronson. 



In discussing the difficulty of estimating the length of time that 
pregnancy has run and the date of confinement, the author affirms 
that whatever the method employed, the result can only be ap- 
proximate. Where there is lack of knowledge as to the last men- 
strual period of the patient, or in nursing women, the size and height 
of the uterus will give the least false results. The following results 
are most common : 
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Pjtm» ia PruiamnBT—Sitmuttd Miriiau, Munchcn, Arch. f. Gynikol., Bd. 82, 
S. 485. 

The right kidney is more frequently involved as it is more liable 
to become compressed by the gravid uterus. The dilatation of the 
ureters is due to compression at the linea innominata and to the 
pressure of the swollen bladder mucous membrane of pregnancy at 
the mouth of the ureter. The close relation of the kidney to the 
ascending colon favors its infection. Infection may be due to 
gonococci, pus organisms, bacterium coli, and tubercle bacilli. 

Gonococci rarely thrive in the urinary passages of the non- 
pregnant uterus, but they do so when the functions of the bladder 
are disturbed by pregnancy and the urine becomes neutral or al- 
kaline. Pus cocci penetrate the kidney from the blood vessels or 
through the ureters. Catheterization of the ureters will show the 
source of the pus. 

Infection due to the bacterium coli causes sudden symptoms of 
severe illness accompanied by pain, high temperature and tenderness 
of the kidney. Tuberculosis of the kidney is often not noticed 
until the second half of the pregnancy. Cystoscopic examination 
shows ulceration and pus around the mouth of the affected ureter. 

Cronson. 
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, Vol. XXXVI, 

Exact diagnosis of the variety of spsis can be arrived at by 
bacteriological examination of the lochia in utero and the blood. 
William's method of obtaining the lochia in utero is advised. The 
microscopic apeparance of the lochia collected in a tube is suggestive 
of the nature of the infection. A lochia stringy and gelatinous, of 
a greenish-yellow color possibly streaked with blood is probable of 
gonorrheal origin. 

A diffuse cherry-red appearance of the lochia is suggestive of 
streptococcic infection. 

In Miaerobic infection the lochia are of dirty, dark-brown color. 
The smell is of no assistance in making diagnosis. Cronson. 

Spurtou* Preiaaac)' aad HiMed Abartion— Mit^r Natmutr, Munchen, Arch. 
I. GynSkot., Bd. LXXXII. 

Patient had not menstruated for eight months. Was nauseated 
and other symptoms of early pregnancy were present. Felt fetal 
movements. On examination no pregnancy was found. Two days 
later patient passed a fleshy mole the size of a chestnut. Cronson. 

VcniiB Thromboab in CUldbod— Ri«/an>^/r, MonaMichr. f. Geburtih. u. 
Gyn»eco!., Bd. XXIV, S. IM. 

In two thirds of the cases the temperature remains normal or 
slightly above normal, while the pulse shows a gradual acceleration. 
At the same time pain in the inguinal or hypc^astric region and 
meteorism give valuable hints as regards diagnosis. Cronson. 

Sponteaeou* Laeeratioa of th« Cervix durini Abortioa amd it* For«a»i« 

ImportMiee— il/iimrnVii/, B«rliaer Klio. WocheD«chr. 1907, No. 28. 

In abortion the vaginal portion of the cervix may be seriously 
injured spontaneously simulating criminal intervention. Cronson. 
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PHYSICAL DIAGNOSIS. iVith Case ExampUs of the Inductive Method. 
By HowAiii S. Anders, A. M., M. D., Professor of Physical Diagnosis. 
Medico-Chirurgica] College, Philadelphia; Physician to the Philadelphia 
General Hospital, Tuberculosis Department, etc. With Eighty-eight illus- 
trations in the Text and Thirty-two Plates. New York and London, D. 
Appleton and Company. 1907. 

The Statements of the author arc clean-cut, he has mastered 
his subject. This Physical Diagnosis is essentially a student's hand- 
book, but the general practitioner and the medical examiner for life- 
insurance will find in it many valuable points in diagnosis and, 
more especially, in differential diagnosis. The special physical 
dif^osis of some diseases of the respiratory tract, — hypothetical 
and recorded cases, and of diseases of the heart, — inductively con- 
sidered, to which are devoted the short Sections III. and IV. resp., 
cannot fail to attract the undivided attention of the future diagnos- 
tician. It is a pity that the inductive method in physical diagnosis 
is not illustrated by more cases. Why has not the author extended 
the illustrative examples of the inductive method of diagnosis to 
the diseases of the abdominal organs? Apparently, he is a specialist 
in diseases of the chest for he has devoted 347 pages ro the thoracic 
organs and the blood-vessels and but 50 pages to the physical ex- 
amination of the abdomen and its principal organs. 

Apart from this pardonable one-sidedness, the author's work 
deserves unmitigated praise. Illustrations, Rontgenograms, and the 
printer's work are excellent. H. S. 

DYSPNOEA AND CYANOSIS. Part I of Clmical Treatises on the 
Symptomatology and Diagnosis of Disorders of Respiration and Circuta- 
Hon. By Prof. Eduund ton Nkussex. Authorized English Translation 
by Andrew MacFarlanb, M. D., Prof, of Medical Jurisprudence and 
Physical Di^nosis, Albany Medical College; Attending Physician to St 
Peter's and Child's Hospital and Albany Hospital for Incurables. New 
York, E. B. Treat & Comp. 1907. 

Edmund von Neusser needs no introduction to the progressive 
medical man. He is one of the great clinicians of our time, an 
acute observer and investigator at the bedside, a keen diagnostician 
and an eminent teacher. His treatise on Dyspnea and Cyanosis 
reflects his immense clinical experience and teaching capacity. It 
is all practical and readily understood which catmot be said of all 
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medical monographs that are German-bom. The author dwells on 
the conditicms which induce dyspnea and comes to the conclusion 
that, both, deficiency of oxygen and excess of carbon dioxid are 
of importance in its causation. Under pathological conditions — at 
the bedside — both factors are nearly always to be considered, espe- 
cially in sudden disturbances of respiration. In gradually devel- 
oping respiratory difficulties, on the other hand, the accumulation 
of carbon dioxid in the blood should be held primarily responsible. 
Id the other chapters there are considered dyspnea and cyanosis 
in diseases of the respiratory tract, in congenital and acquired 
cardiac, and in vascular lesions, in cardiac neuroses, in affections 
of the alimentary canal, in infectious diseases and in systemic dis- 
turbances. Dyspnea and cyanosis due to poisons are treated of 
minutely in a separate chapter. The last pages are devoted to a 
brief consideration of the treatment of dyspnea. 

There is nothing in this little volume of 203 pages which is 
not germane to the subject matter, and there is practfcally nothing 
of import relating to it that has been omitted. 

The translation is done very well ; the book is nicely printed 
and displays the good taste of the bookbinder. H. S. 
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BRONCMOSCOPIC PiCTUHES 

illusiraiing article 
The Bronchoscope as an Aid in General Diagnosis, by Chevalier Jacltson 

A, BronchoKoiHC view in normal left bronchii>. B, Lueilc ulccniiiHi of ihe carina (Case 
iV). C, Chronic ciicuiiiKribcd trachea-bronchi I it (Cue II). D, I'hymic incheouenoiii (Cue 
Vil). i, Bleeding, luniaiini ulcer liubenMilai >). The red <tmk indibatei > Hn*ll blood Hream. 
rhe KHirce o[ hemoplysii (Cue 111). F, Influenial incheiiii. Vie» down Ihe i»chea Iron 
ibove the cordi, Ihe edges ol which ihow u the sides (Ca» I). G. coDipreuian siciiosli of lefi 
bronchui. Mediastinal sarconi tCaie VIII). Compare noimal. Fis. A. H. Hmnchiu com- 
pletely niled wiih fungaling carcinoma (Cate leferted by Ur. H. Finkelpearl}. 
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Skpttial ^vtidts 

THE BRONCHOSCOPE AS AN AID IN GENERAL 
DIAGNOSIS 

By CHEVALIER JACKSON 
Laryngologist to the Eye and Ear Hospital, the Western Pennsylvania 
Hospital, the Montefiore Hospital, the Presbyterian Hospital 
and the SanJtorium for Tuberculosis 

Pittsburg, Pa. 

It is now ten years since Killian demonstrated the possibility of 
direct inspection of the larger trunks of the bronchial tree. His 
methods have been adopted and skilfully practised by a few men in 
different parts of the world. Only recently has the laryngologist 
given the procedure the attention and the training its value merits. 

As yet the practical application of bronchoscopy has been rather 
in the removal of foreign bodies than in the broader field of general 
diagnosis. Only incidentally has it been noted that direct inspection 
occasionally revealed an important lesion that had escaped inferen- 
tial diagnosis from signs and symptoms. 

With the improved instruments and technic that have been de- 
veloped by experience, the bronchial tube to its third division is as 
readily brought into the range of vision as is the sigmoid fiexure or 
the male bladder. There is already firm ground for the hope that 
the bronchoscope will do even more for general diagnosis than have 
the cystoscope and the proctoscope. 

We have found that important primary lesions of the trachea 
are by no means such pathological curiosities as has been assumed. 
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Moreover, tracheal compression is the first positive objective symp- 
tom in a number of cases of thoracic aneurism, tumor, thymic hy- 
pertrophy and the like. 

Observation is not yet extensive enough to rearrange tracheo- 
bronchial pathology from this point of view. Broad study of these 
conditions, as well as the treatment, will always remain the work of 
the internist, but that the laryngologist can be of at least occasional 
help to him is, I think, demonstrated in the following notes from 
my case records : 

Circumscribed Track eo-Bronchitis. — By this term I mean 
an affection differing from the ordinary diffuse bronchitis in that the 
important lesion is limited to, or at least most marked in, the trachea 
and larger bronchi. In some instances it is limited to a portion only 
of the mucosal area of these passages. 

Acute Circumscribed Tracheo- Bronchitis. — Excellent ex- 
amples of the acute grade of this affection are rather frequent in the 
course of influenza, as manifested by the dry, barking cough and 
severe burning pain back of the sternum. In children an occasional 
interesting complication is seen in the form of laryngeal spasm, 
doubtless a reflex from an irritated tracheal mucosa. Some of my 
cases of this kind have required intubation for the relief of dyspnea. 

Case I. — Infant, referred by Dr. Lawrence Litchfield. The 
parents gave a history of abrupt febrile onset five weeks before, with 
croupy cough and stridor after coughing and on slight exertion. The 
temperature was normal but the laryngeal symptoms were increas- 
ing. Upon direct laryngoscopy at the Eye and Ear Hospital, April 
4, 190S, I found the larynx slightly reddened, but the cords were 
nearly normal in color, and there was no thickening or edema. I 
did not deem it wise to pass the bronchoscope lest the intense inflam- 
mation might be engrafted upon the larynx, but the 7 mm. tracheo- 
scope was inserted between the cords, propping the glottis open. The 
appearance was as in Plate I, Fig. F. The tracheal mucosa was red- 
dened, swollen and corrugated, concealing the trachea) rings and 
showing points of superficial ulceration or rather erosion. 

Chronic Circumscribed Tracheo-Bronchitis. — The chronic 
type of this affection is characterized by discomfort, pain, soreness, 
rawness or burning just behind the sternum. Together with this is 
more or less dry cough. 
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A typical bronchoscopic view in such a case is seen in Fig. C. 
This history is as follows : 

Case 11. — C. S., referred by Dr. John Dunn, of Richmond, Va. 
Patient complained of aching back of suprasternal notch, sometimes 
a raw sensation. These were first noticed after an unusually strenu- 
ous use of the voice in preaching a year before. There was some 
hoarseness and vocal fatigue. Once or twice he expelled a mass of 
tough dark secretion. Direct laryngoscopy showed a slight chronic 
laryngitis. March 19, 1908, the bronchoscope was passed at the 
Eye and Ear Hospital. Appearance was as is shown in Fig. C. In 
passing it may be said that cases of this kind are curable by topical 
applications through the direct speculum. 

Tracheo-Bronchial Ulcer. — ^Tracheal ulcer due to tuber- 
culosis or lues is by qo means uncommon. I have notes of six cases 
observed in individual practice in the space of less than two years. 
If all obscure coughs and chest pains in large general clinics were 
investigated bronchoscopically as a matter of routine, the number 
would be indefinitely increased. 

" Case III. — Mr. M. consulted me Jan. 2, 1908, complaining of 
spitting of blood intermittently the last six months. Had been spit- 
ting continually for a week. He had been examined by one of the 
most eminent clinicians of America," without receiving a definite di- 
agnosis. Jan. 14, 1908 at the Western Pennsylvania Hospital I 
introduced the bronchoscope. A thin streak of blood was followed 
from the inter -arytenoid space down the trachea to its source in the 
right bronchus, which source proved to be the fungating ulcer shown 
in Fig. E. The trachea and both bronchi at a number of separate 
locations were compressed, by some small internal masses, to a scab- 
banl shaped lumen. From this appearance and the evident multiple 
glandular enlargement, I expressed the opinion that the trouble was 
tubercular. I am informed that the case has since been diagnosticated 
carcinoma of the lung. The possibility of such an error having been 
made must be admitted. We may mistake a bronchial lesion just as 
we are occasionally in error in regard to the nature of a skin or 
throat ulcer. In a similar case I would advise biting out two bits of 
tissue — one for microscopic examination for evidence of cancerous 
tissue or Spirocheta pallidum, the other for inoculation of a guinea 
pig. This is frequently done in the esophagus without harmful 
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result, and the procedure is certainly equally free from risk 
here. 

Case IV. — Mr. X., referred by Dr. H. F, Kimmel, with a his- 
tory of qhoking on a tooth-pick four weeks before. Since that had 
had constant cough and a sensation as of something sticking in the 
larynx. Bronchoscopy at the Eye and Ear Hospital, Nov. 5, 1907. 
No tooth-pick was found, but the carina had disappeared, being eaten 
away by the large ulcer shown in Fig, B. The appearance of tlic 
ulcer was so distinctive that without other examination I made a 
diagnosis of luetic ulceration of the trachea, and upon communicat- 
ing with the family physician, Dr. Kimmel, I learned that he had 
treated the patient for an initial lesion four or five years before. 

Tracheal Ulcer. Case V. — N. W. was admitted to South Side 
Hospital in the service of Dr. John W. Eoyce, suffering from severe 
pulmonary hemorrhage. Moist rales were heard on the right side of 
the chest and the hemorrhage was assumed to come from a tuber- 
cular lesion. Sputum examination was negative; as was also the 
tuberculin test, both under the skin and in the conjunctiva. As there 
was a dubious specific history, Dr. Boyce put the patient on mixed 
treatment with resulting improvement. Feb. 26, 1908, Dr. C. C. 
Sandels- passed the tube and found a healthy granulating ulcer 
in the right bronchus. It would not, at this time, have been possi- 
ble to diagnosticate the nature of the ulcer by the appearance. Per- 
haps we might have done so before treatment. The patient was 
soon after discharged from th^ hospital for insubordination and 
drunkenness. Dr. Boyce has at present lost sight of him, but expects 
him to turn up later with a bronchial stricture. 

Tuberculosis, — ^Through the courtesy of Dr. W. C, White, Di- 
rector of the Pittsburg Sanitorium, I have had the opportunity of ex- 
amining several tubercular cases. By request of Dr. White, exam- 
inations were limited to obscure cases where there was reasonable- 
hope of the bronchoscopic view being of immediate service in the 
treatment of the case. Specimens of sputum were removed through 
the bronchoscope on the bronchoscopic sponges, uncontaminated with 
secretions of the mouth. These specimens were used for laboratory 
examination, for culture, inoculation and immunization experiments. 

It would be well if some bronchoscopist were to examine a series 
of typical tubercular lesions in different stages, to establish a stand- 
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ard of bronchoscopic appearance in tracheo-bronchial tubercu- 
losis. 

In two cases I found the membrane a bright red, growing more 
intense as we approached the smaller branches. From these, all over 
both lungs, abundant purulent secretion was pouring. This is not 
the condition I had a priori dxpected to find, except possibly where 
the tubercle was of the very diffuse fibroid type. 

One of these cases has been diagnosticated by the majority of 
the physicians who have seen her, simple purulent bronchitis. Of 
the other the history is as follows : 

Case VI. — Daniel H., aged 45 years, gave a history of having 
a "bad cold" when six months old, from which he never completely 
recovered. He had been coughing and expectorating ever since he 
can remember. Last May he had a radial artery severed and lost a 
great deal of blood. The following month he had "grippe" and 
later "typhoid pneumonia." He said he was in bed seven weeks, 
and did not begin to feel well until six months later. During this 
time he spat blood. Tubercle bacilli were demonstrated in his 
sputum after entering the Sanitorium. Under treatment the bacilli 
disappeared ; he gained 25 lbs. in weight, and his general condition 
improved in proportion. On the Sanitorium record I find the fol- 
lowing comment : 

"There was not, however, a corresponding decrease in the amount of 
expectoration, which is [after ten months' treatment] about the same as on 

admission." 

This history certainly is compatible with the suggestion that the 
case was essentially a purulent bronchitis; that he acquired and was 
cured of a tubercular infection as an incident; that the bronchoscopic 
appearance at the time of examination is to he recorded as that of 
purulent bronchitis and not that of tuberculosis. 

In two other tubercular cases examined, the bronchoscopic ap- 
pearance showed a pale mucosa with pus in some of the smaller 
bronchi. In one case an abscess cavity was located communicating 
with the right middle lobe bronchus. 

Tracheal Stenosis. — Bronchoscopic work shows that moderate 
stenosis of the trachea from compression is quite frequent. In- 
stances have been noted above in the discussion of tracheal ulcer. 
Indeed the beginner in bronchoscopy must beware of attaching too 
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great importance to moderate compression by mere glandular en- 
largement which is incident to a great many affections. The cause of 
the enlargement in this has not been definitely determined, but it is 
questionable it these glands had anything to do with the patient's 
symptoms. 

It is probable that bronchoscopy ^ill repeat the history of the 
Roentgen ray — aneurisms will seldom be overlooked, but will often 
be diagnosticated when absent. The ordinary normal aortic impulse 
is most astonishing. It is only after repeated examinations tliat one 
grows accustomed to it. Any thoracic tumor compressing the 
bronchus may show a transmitted pulsation. In one case, a woman 
of 50, there was distinct stenosis from external pressure, with an 
impulse that seemed expansile rather than merely transmitted. Study 
of the symptoms practically negatived the suspicion of aneurism. 
The patient was a neurasthenic and had the palpable relaxed abdom- 
inal aorta so common to that class. (Boyce.) It seems highly prob- 
able that her bronchial compression was due to a similar condition 
, in the thoracic aorta. 

Case VII. — Earl L., examined at the Western Pennsylvania 
Hospital, service of Dr. Ogden M. Edwards. The case has been 
reported in detail.^ 

It is sufficient to say here that the bronchoscope showed plainly 
a scabbard trachea (Fig. D) ; that passage of the bronchoscope be- 
low the hypertrophied and engorged thymus gland relieved all symp- 
toms ; and that the child showed no signs of illness or diathesis while 
wearing a tracheotomy tube made, from bronchoscopic measure- 
ments, to reach the bifurcation. The child recently died of measles, 
about two years after thymectomy. Autopsy was of considerable 
interest, but showed nothing relevant to our present consideratior* 
except that it absolutely negatived any theory of "status lymphaticus" 
in this case. 

Thymic hypertrophy has given rise to a great deal of literature 
based on the postulate that a soft organ like the thymus gland could 
not produce fatal tracheal compression, and that, after sudden death, 
autopsy did not show a compressed trachea. Actual observation of 
"status lymphaticus," of "hyperthymization of the blood" and the 

'Journal American Medical Association, May 25, 1907. 
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like, is of course still valid. But a single bronchoscopic observation 
has rendered much theorizing obsolete. 

Case VIII. — Mr. J., aged 48, was referred to me for bronchos- 
copy by Dr. E. B. Haworth. The patient complained of slight pain 
in the chest, cough and slight expectoration, since influenza, two 
months before. The patient's weight was about his average normal 
195 pounds. Dr. Haworth reported the physical signs and labora- 
tory reports negative. Bronchoscopy at the Eye and Ear Hospital, 
Nov. 29, 1907, showed the trachea deviated to the right, the bifurca- 
tion and the left bronchus compressed to scabbard form (Fig. G). 
There was also a slight chronic inflammation which may have fol- 
lowed the influenza, but the compression stenosis, being all evidently 
from one mass, could only be tumor or aneurism. A radiograph by 
Dr. Russell H. Boggs showed the tumor which ultimately was fatal, 
and which proved to be sarcoma. 

A case of thoracic lympho-sarcoma in a later stage, examined 
at the Allegheny General Hospital, showed so great an obliteration 
of the tracheal and bronchial lumen that it seemed incredible that 
the patient could inspire sufficient air to sustain life. 

In conclusion, the author begs to call the attention of clinicians 
to the following conclusions : 

1. One more region of the body has been added to those in 
which inferential diagnosis can be supplemented by direct inspection. 

2. This direct inspection gives all the certainty of actually 
seeing. 

3. It can be done under local anesthesia in a few minutes, 

4. When skilfully done it is absolutely harmless. 

5. Direct la ryn go-bronchos copy renders the differential diagnosis 
of laryngeal diseases in infants and children a certain procedure; 
whereas the laryngeal mirror was of little use in this class of cases. 
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MISLEADING FACTORS IN AORTIC REGURGITATION 

By CHARLES LYMAN GREENE 

Professor of Medicine in the University of Minnesota; Attending Physi- 
cian, St. Luke's Hospital, the City Hospital, and the St. Paul 
Free Dispensary; Member of the Association of 
American Physicians 

St. Paul 

While in general one may accept the oft-repeated statement that 
aortic regurgitation is a frank lesion, there is too little said in our 
text-books concerning the misleading findings occasionally encoun- 
tered, and far too little emphasis placed upon the value of secondary 
signs. 

The student is taught to expect in all cases a long-drawn diastolic 
murmur of the classical location and transmission, together with jerk- 
ing peripheral arteries, Corrigan pulse and marked enlargement of 
the left ventricle. On the other hand he is taught that a capillary 
pulse is encountered in many other conditions and is not sufficiently 
impressed with the importance of a modified second carotid tone. 
Practical experience has satisfied the writer that any such teaching is 
productive of a large amount of error and he would adduce the fol- 
lowing cases as confirming his behef. 

Case I. — Trained nurse, ast. 30. Complained of rheumatism in- 
volving the ankle. The attack was trivial, the temperature did not 
exceed 99.5°, and prompt subsidence followed the usual treatment. 
About one week later the patient complained of slight oppression 
over the sternum. The cardiac outline was normal, no murmurs were 
heard, but the second sound in the carotids was scarcely audible, and 
there was a well-marked capillary pulse. About three days later the 
same conditions were present, together with a well-marked presystolic 
rumble. On the day following one could hear a phantom-like diastolic 
murmur at .the third left chondro-stemal articulation, conducted 
down the sternum, and the presystolic rumble had disappeared. A 
week later the murmur was absent and the presystoHc rumble present. 
The patient then passed from observation for three months. When 
next seen she showed a well-defined aortic regurgitation with the usual 
group of objective symptoms, but was entirely free from subjective 
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disturbance, nor did the heart show any marked change in outline 
upon fluoroscopic examination. When again seen after six months 
no murmurs of any kind and no secondary signs were discoverable. 
Inasmuch as the case had been under examination but a short time 
before and a normal heart demonstrated, I feel that one saw the 
valvular lesion in its incipiency. It is evident that the lesion would 
have been overlooked but for the abnormal character of the carotid 
second sound and the capillary pulse. No arterio-sclerosis was 
demonstrable. 

Case II. — J. W., capitalist, ast. 50. Complained of extreme 
nervousness during previous two years, attacks of palpitation, 
marked psychasthenia. Gave a history of repeated mountain trips 
associated with hard climbing at high altitude and pack carrying. 
During last trip was at altitude of 8,000 feet. Experienced marked 
sternal oppression, sense of weakness, and recurring dyspneic peri- 
cxis. Physical examination revealed a soft short systolic murmur 
at apex, not transmitted. The aortic second sound seemed to be re- 
duplicated, the second sound was inaudible in the carotids ; the capil- 
lary pulse was marked, radial pulse of indeterminate water-hammer 
type. Systolic pressure 170. Diastolic 90. Urine wholly negative, 
blood normal. Left cardiac border about 2 cm. beyond the nipple line. 

This case has remained under observation over a period of sev- 
eral months, and the predominating type of murmur has been of a 
sort to suggest merely a harsh and reduplicated second sound at the 
third left cartilage. At times it has been clearly heard as a short 
diastolic murmur and is somewhat intensified when digalen is 
administered. 

Under systematic treatment the aortic second sound is much 
more clearly heard in the carotids, and the capillary pulse has become 
barely perceptible in the lips. Arterio-sclerosis is apparently lacking 

Case III. well illustrates the vagaries of the murmur in the early 
stages of the disease. 

E., ret. 38, laborer, admitted January 13, 1908, with acute 
articular rheumatism. Heart normal, sounds normal in carotids. On 
the 22d an aortic diastolic murmur was present with a faint capillary 
pulse, a fairly well-defined Corrigan pulse and moderately intense 
pistol shot sound in the femorals. Cardiac outline but slightly af- 
fected. On February 3d a mitral systolic murmur was superadded. 
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On March 8th the diastolic aortic murmur was loud and all sec- 
ondary phenomena present in typical form and degree. On March 
24th no murmurs whatever were audible, and all secondary signs 
were lacking save that the second sound in the carotid was barely 
audible. No evidence of any marked aortic signs. At the present 
writing there are no arterio-sclerotic changes. Second sound is clear, 
the mitral murmur distinct and the puis; markedly irregular. 

Case IV. — Mr. K., farmer, aet. 55. Complains of pain in left 
side, sometimes radiating to the neck and left arm ; urine shows trace 
of albumin, with granular casts; blood pressure: systolic, 150; dias- 
tolic, 90. Gastric findings show hypermotility with achylia ; heart 
shows slight enlargement of the left ventricle. The second sound is 
clearly heard in the aortic area ; there is no visible peripheral pulsa- 
tion in the larger arteries, but a distinct capillary pulse. A most care- 
ful examination failed to reveal any murmur at the first sitting, what- 
ever the position assumed by the patient, with or without antecedent 
exercise. Following the administration of digalen for 48 hours a soft 
but distinct murmur was audible at the third left interspace and the 
ensiform, but not in the aortic area proper. This murmur was dis- 
tinctly diastolic in time, and was unaffected by jugular pressure (i. e., 
was not a venous bruit) . 

The patient then disappeared from observation. The persistent 
second sound in this case conforms to the experience of many other 
writers in dealing with cases in which arterio-sclerosis is a factor. 

Case V. — W., set. 65. Has for several years carried a mitral 
regurgitant lesion and an aortic stenosis, with a trace of albumin and 
a few casts, with from time to time marked evidences of partial in- 
compensation. No diastolic murmur was ever discoverable, though 
examinations have been frequent and were carefully made. Blood 
pressure had previously never exceeded 150. Following an absence 
of several months patient presented himself with a systolic blood 
pressure of 230 and typical signs of aortic leakage, save that 
peripheral pulsation was not marked. Under iodides and dieting the 
murmur promptly disappeared with marked subsidence of pressure, 
together with the secondary signs. The murmur in this case was 
undoubtedly due to the high pressure opposed by an already crippled 
valve and will doubtless reappear. 

Reviewing these cases I feel that one is justified in saying {a) 
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that temporary aortic leakage is not as uncommon as is usually held 
by our clinicians, (ft) That more attention should be paid to the 
atypical forms which a murmur may assume, (c) That the capillary 
pulse is the most constant sign and that its frequency in other lesions 
is probably greatly overestimated by reason of the fact that an exist- 
ing aortic regurgitation may readily be overlooked, (d) That a 
capillary pulse in neurasthenic cases is frequently attributed to the 
neurasthenia rather than to its true cause, (e) That a modification 
or absence of the second carotid tone is a most valuable and constant 
sign in cases unassociated with marked arterio-sclerosis. (/) That 
no examination having reference to the integrity of the heart is com- 
plete unless the carotid tones and capillary pulse are carefully 
investigated. 



THE HEART LESIONS OF INFANCY AND CHILDHOOD 

By ISAAC A. ABT 

Associate Professor, Diseases of Children, Rush Medical College; Attend- 
ing Physician, Diseases of Children. Michael Reese 
and Cook County Hospitals 

Chicago 

The examination of the child's heart presents no greater 
difficulty than the examination of the adult's. Cardiac percussion 
in children is a more favorable procedure than in adults, because 
the relative dulness can be easily and accurately determined. This 
is possibly owing to the thinness of the chest wall, as well as to the 
fact that the heart is not yet covered with lung to such an extent as 
in adults. In consequence of this relationship of the heart to the 
chest wall, it is evident that the younger the child, the more precisely 
can the relative diilness be determined. The pathological changes 
which occur in the child's heart are simpler than those in the adult. 
This is to he explained in various ways. The heart is more tolerant 
of disturbances in general nutrition during the period of early hfe 
than it is in later years, and also the blood-supply to the young heart 
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is so favorably provided for that chronic inflammation of the muscle 
and fatty degeneration are of rare occurrence. 

To illustrate the great resistance of the heart muscle of the in- 
fant, the studies of Ohlmiiller (from Hochsinger, Die Auscttltation 
des kitidlichen Herzens) are of interest. This author showed that 
the severe infantile atrophies, though causing great loss in weight in 
the individual tissues and organs, and even reducing the body to a 
skeleton, cause no change in muscle. This organ does not lose in 
weight, and shows little or no degenerative changes. Fatty degenera- 
tion and brown atrophy are seldom found in the child's heart. The- 
most important causal factor in the production of cardiac degenera- 
tion, namely, the diseases of the coronary arteries, are rarely present 
in children. The various toxic agents, as alcohol, lead, and tobacco, 
play no part in the production of the cardiac degenerations in child- 
hood. The heart of a child is relatively larger than that of the adult, 
whereas the arterial system is relatively wider; in consequence, the 
blood-pressure in the aorta is less. As a result of this difference, the 
labor of the heart, as well as the strain which it sustains, is less. Com- 
pensation can more readiJy take place at this time than in later life. 
At about the time of puberty the arterial system diminishes in cali- 
ber, though the heart remains relatively larger. 

AuscuLTATiox, — In examining the child's heart, it is a good 
rule to place the child in an erect or sitting posture. The heart tones 
can be more distinctly heard in this position, because the organ is 
nearer the thoracic wall. This is particularly important if murmurs 
be present. The heart tones of children differ from those of adults 
in that the accent is upon the first tone. At the period of puberty 
the second tone becomes accentuated. The second pulmonary tone 
may become accentuated if the child is excited, hu( the accentuation 
should not be considered pathological unless this tone is constantly 
accentuated. Not infrequently one observes that there is a differ- 
ence in the acoustic intensity of the tones at the be^nning of the 
examination. When the child. becomes accustomed to the manipula- 
tion, it usually becomes quiet, and this difference is not observed. 
On account of the thinness of the chest wall and the favorable condi- 
tions for the transmission of sound in the child's thorax, the heart 
tones are heard louder than in later life. For the same reason the 
heart tones may be heard over the back, over the abdomen, and the 
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abdominal viscera, including the liver and the stomach. This sound 
transmission to distant regions is particularly marked if the heart's 
action be excited by restlessness or by pathological conditions. 

Heart Murmurs. — Accidental heart murmurs, though they oc- 
cur in early childhood, are not of such common occurrence as in 
later life. After the fourth or fifth year of life they may occur the 
same as in adults. The murmurs caused by endocardial inflamma- 
tion are, as a rule, not rough, but soft, short, and blowing. The 
murmur is not always heard at the point where it originates. Thus 
it is common to find the mitral systolic murmur of insufficiency over 
the pulmonary area. 

Etiology. — In my dispensary service, I recently studied twenty- 
two cases of endocarditis. Two cases occurred between the first and 
fifth year; eight cases occurred between the fifth and the tenth year; 
eleven cases occurred betwen the tenth, and the fourteenth year ; four 
were males and eighteen females. 

Previous or Concomitant Disease, — Acute rheumatism was 
noted in two cases, rheumatic pains in ten, tonsillitis in six, chorea in 
two, scarlatina in nine. 

Mitral regurgitation occurred in fifteen cases ; mitral regurgita- 
tion and stenosis occurred in four cases; mitral regurgitation and 
aortic regurgitation occurred in one case ; and mitral stenosis oc- 
curred in one case. 

The most important factor in the production of endocardial and 
pericardial inflammation is undoubtedly rheumatism. It is a well- 
known fact that rheumatism is not always diagnosed in children ; 
many of the vague pains from which they complain are rheumatic in 
character. The inflammation of the valve or of the pericardium 
may occur with a rheumatic arthritis, a chorea, or the so-called sub- 
cutaneous nodules may be the only evidence of a rheumatic condi- 
tion. So frequently is cardiac inflammation associated with this dis- 
ease that Cheadle was led to declare that cardiac inftammation was 
not a complication hut a manifestation of rheumatism. Acute fol- 
licular tonsillitis bears a close and undoubted causal relation to en- 
docardial inflammation. Scarlatina is a frequent cause of endo- 
carditis and pericarditis. Pneumonia plays no small role in the pro- 
duction of heart inflammations. The other acute infections, as 
typhoid, measles, and variola, are only rarely causative factors. 



,y Google 



130 The Archives of Diagnosis 

Gonorrhea, which is comparatively rare in children, does not have 
the importance in the production of this variety of inflammation that 
it has in adults. 

In my series of cases observed at the dispensary, scarlatina 
seemed the etiological factor in nine cases. This is a large percent- 
age, and is to be explained by the fact that scarlatina has been very 
active in the neighborhood of this dispensary. 

Clinical Course. — In the children's ward of the Michael 
Reese Hospital records of fifty cases of heart disease were studied. 
It is noted that mitral insufficiency was observed eleven times ; mitral 
insufficiency and stenosis eighteen times; myocarditis twice; acute 
endopericarditis eleven times; congenital heart disease three times; 
exophthalmic goitre with mitral insufficiency once; aortic insuf- 
ficiency and stenosis once ; aortic and mitral insufficiency once ; dex- 
trocardia once ; mitral insufficiency and stenosis with tricuspid insuf- 
ficiency once. 

Undoubtedly the most striking fact in connection with this rec- 
ord is the unusually large number of cases of pericarditis which 
occurred. This is somewhat at variance with the observations of 
others. Whether it depends upon the fact that the most severe acute 
cases are brought to the hospital or whether it is a mere coincidence, 
it is difficult to determine. 

History of a Case of pERiENDOcARDiTis.— B. S. , female child, 

aged eight years, was admitted to the children's ward December 4, 1900- 
About four months ago she complained to her mother of moderate paiDS over 
the joints ; no swelling was observed. At about the same time the child com- 
plained of being short 'of breath. The dyspnea tKcame more marked upon 
exertion. She has grown much worse during the past week. Fever, head- 
ache, and precordial pain have been noted. The mother reports that the ' 
appetite has been lost ; that there has been a short, annoying cough ; the bowels 
have been constipated. The patient had measles when she was five years old. 

Examination ; The child is very anemic. Dyspnea is marked. The pre- 
cordial region is prominent and bulging. Palpation of this area gives the 
impression to the examining hand of a purring sensation. The apex beat is 
indistinct, and is dislocated outward, lying external to the mammary line. The 
upper border of the heart is in the second intercostal space ; the right border 
extends to the right margin of the sternum; the left border lies just outside 
the mammary line. The auscultation reveals a loud and characteristic friction 
rub over the precordial area ; it is heard best over the middle of the s 
A systolic endocardial murmur is heard at the apex. Over the lov 
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lobe and in the axillary r^ion tubular breathing is heard ; percussion over 
this area gives flatness. The child's temperature remained constantly high, 
varying between lot and 104 degrees F. It was noted that the precordial 
area increased in size from one examination to another. Dyspnea and 
cyanosis became more marked, and on the eighteenth day after admission to 
{he hospital the child died. 

The autopsy, made shortly after death, showed a heart in which the peri- 
cardial sac was almost obliterated ; fresh adhesions united the pericardium to 
the heart. These could be readily broken up. The surface of the heart as 
well as the inner surface of the parietal pericardium was covered with fibrous 
ridges, giving to both a rough and uneven surface. The heart was very 
broad as the result of the dilatation, and its texture was soft Incision intQ 
the n]yocardium gave unmistakable evidence of inflammatory and degenerative 
changes. Fresh vegetations were observed on the mitral and aortic valves. 

Discussion of Pericarditis. — This case is of great interest 
because it illustrates the course of a case of typical acute pericardial 
inflatntnation. The friction rub was present very early in the case. 
It disappeared gradually as the area of cardiac dulness increased in 
size. This increase in the area of dulness is not infrequently due to 
pericardial effusion. In a majority of the cases of rheumatic peri- 
carditis, however, the increase of the precordial area indicates cardiac 
dilatation and not pericardial fluid. Lees and Poynton (quoted from 
Broadbent) in a joint paper read before the Medical and Chirurgical 
Society in June, 1898, drew attention to the acute dilatation of the 
heart that occurs in rheumatism and chorea of childhood. From 
analysis of 150 cases of fatal rheumatic heart disease in childhood, 
they showed that cardiac dilatation is usually present, and a marked 
excess of pericardial fluid is very rare ; in only twelve cases out of 
150 was there excess of pericardial fluid amounting to more tlian 
two ounces, Ewart has called attention to the physical sign which, 
when present, is indicative of considerable pericardial effusion — 
that is, a circumscribed patch of dulness or impaired resonance oc- 
curs just below the angle of the left scapula, over which there is 
increased vocal fremitus, bronchophony, and bronchial breathing. 
This condition according to Ewart is brought about by a compression 
of the lung by the pericardial sac. But the accumulation of fluid in 
the left pleural cavity could, and I believe frequently does, give rise 
to this physical condition. In this way the dulness and bronchial 
breathing may be frequently explained. 
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At the hospital my assistants and I have frequently noticed this 
sign, though the condition has undoubtedly occurred in those cases 
of pericarditis with extreme cardiac dilatation and a minimal amount 
of fluid. 

Symptomatology, — The disease may sometimes be overlooked" 
in children. - It is not infrequently preceded by nervous symptoms, 
such as night terror, crying and walking in the sleep, and delirium. 
The respirations are hurried, the face is anxious, precordial pain 
is frequent, difficulty in swallowing is present at times. Vomiting 
may occur, and is to be regarded as a serious symptom and of grave 
omen. Dyspnea may become urgent, not only in those cases where 
fluid is present, but also where active dilatation and pericardial ad- 
hesion is going on. 

Course of the Disease. — In some cases death occurs early in 
the disease. These are most frequently the cases where cardiac dila- 
tation occurs rapidly. In some cases the fluid is so great in quantity 
that the cardiac embarrassment must be relieved by the aspiration 
of fluid. In other cases the pericardium becomes adherent to the 
heart. Children who are left with a heart in this condition are pale, 
anemic and dyspneic. The heart muscle in these cases is always 
more or less damaged, and the pericardial sac more or less oblit- 
erated. In some of the cases the cardiac dilatation continues until 
passive congestion of the viscera with dropsy occurs ; such a condi- 
tion indicates a failing heart, and a fatal termination speedily ensues. 
Valvular lesions are very frequently associated with the acute peri- 
cardial inflammation. Vegetations varying in size are found upon 
the valve. 

Clinical History of a Case of Acute ENDocABoms, Manifested by 
Aortic Insufficiency. — J. C. , aged twelve years, was admitted Novem- 
ber 26. 1900. The disease began nine days before, when patient was taken 
ill with fever, nausea, violent headaches, vomiting and abdominal cramps. 
On the following day patient began to cough, complained of shortness of 
breath, pain and distress in the precordial region. The fever was most marked 
at night ; he was subject to rheumatic attacks, though he is said never to have 
had the articular variety. 

Examination : The apex lies in fifth interspace, external to the mammary 
line; it is diffuse and lifting in character. The upper border of the heart 
extends to the second interspace, the right border to the right edge of the 
sternum, and the left border to the apex. Upon auscultation one hears a loud 
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though soft diastolic bruit over the aortic orifice; it is heard with equal 
intensity over the manubrium of the sternum. This murmur is transmitted 
into the carotids, as well as downward over the precordial area. A systolic 
murmur accompanies the diastolic. The pulse shows typical waterhammer 
variety, and the capillary pulse is readily elicited. The right hand and wrist 
are swollen and painful, and motion is limited. The temperature on admission 
was 100 3/5 degrees P., the respirations 32, and the pulse only go. The 
fever continued for about three weeks. After this lime the temperature fell 
to normal. The rheumatic pain and swelling noticed on admission was 
limited to the right hand and wrist. It spread in a few days to the shoulder 
of the same side. The dyspnea was marked ; the little patient became breath- 
less and cyanotic upon the slightest exertion in bed. The general condition 
of the patient gradually improved. He was kept quiet in bed for three 
months, and shortly thereafter dischai^ed from the hospital, with the murmurs 
practically unchanged though the heart was in perfect compensation, and the 
patient without subjective symptoms. 

Discussion of Endocarditis. — In studying cases of endo- 
. carditis, we find that the condition naturally divides itself into three 
periods, that of acute inflammation, of compensation, and of heart 
failure. The symptoms of the acute condition are analogous to those 
observed in adults. The most important data for the diagnosis are 
derived from the physical examination, particularly auscultation. 
Endocarditis develops in the majority of cases during an attack of 
rheumatism. The auscultatory signs do not appear at once. The 
valves do not become insufficient or stenosed immediately ; hence the 
murmur does not appear until after the lapse of a short time, at such 
time when the pathological process is established. Heart palpitation 
or a fresh exacerbation of fever frequently marks the onset of the 
disease in children. Older children frequently complain of pain in 
the region of the heart or of dyspnea ; the respirations are increased ; 
the pulse is rapid, or it may in some instances be irregular. Upon 
auscultation one is impressed with the fact that the first tone is muf- 
fled and not sharply outlined. Very soon, however, a distinct blow- 
ing murmur is heard, which is soft and is usually systolic in time. 
In a few cases the murmur may be rough from the very onset. Its 
point of intensity is most often at the apex. Systolic murmurs over 
the aortic orifice, as well as pre-systolic murmurs over the apex, are 
very rare. Murmurs occurring primarily over other cardiac ostia 
are not commonly observed. A marked reduplication of the second 
sound at the apex is to be regarded as strong evidence of an impend- 
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ing endocardial inflammation. Gradually the murmur, whatever its 
primary nature, increases in intensity, and takes on the character of 
a chronic valvular affection. At first the percussion shows only a 
slight deviation from the normal, but as the valvular function be- 
comes permanently interfered with, the heart increases in length and 
breadth. The temperature which is nearly always present in the 
acute cases follows no fixed type. 

The Prognosis OF Endocarditis in Children. — In early child- 
hood acute rheumatic endocarditis offers a grave or serious prog- 
nosis, because the condition is so frequently associated with peri- 
carditis. This latter condition, as has already been shown, leads to 
rapid cardiac dilatation, myocardial inflammation, and adhesion be- 
tween the heart and pericardial layers. In a word, the mechanical 
function of the heart is interfered with, and the organ itself is sub- 
jected to serious degenerative changes. Recurrent attacks of in- 
flammation at the affected valve are frequent. Each new attack crip- 
ples still more the heart valve and renders the prognosis more unfav- 
orable. The growing child makes great demand upon the heart. If 
the heart be diseased so as to bring about a condition of hypertrophy, 
it is very evident that the disease, plus the usual demand upon the 
heart, speedily overtaxes it, and tends to a loss of compensation. 

The prognosis depends not a little upon the severity of the orig- 
inal lesion. If the original lesion of the endocardial involvement at " 
first is slight, it follows that the resulting lesion remains slight. On 
the contrary, however, if the primary involvement is a severe one, 
greatly crippling the valve or valves, dilatation and hypertrophy fol- 
low, and the mechanism of cardiac compensation will soon be lost. 
In some cases the valvular lesion remains for a long time stationary. 
If there be no recurrent attacks of rheumatism, and if there be no 
degenerative or inflammatory changes in the heart muscles, or of the 
endocardium, compensation may remain for a long time undisturbed, 
and the patient may go about making the impression of being in 
excellent health. The habits and mode of life influence the progress 
of the disease. The child who can be controlled in its mental and 
physical activity, and who can be brought under the most suitable 
conditions of hygiene and environment, has better chances to strug- 
gle against the disease than one in whom these conditions cannot 
be regulated. 
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Intercurrent diseases may influence the course of the disease ; 
severe anemia, bronchitis, nephritis, pneumonia, or any of the acute 
infectious diseases, tend to exert an unfavorable influence upon the 
cardiac affection. It is important, so far as the prognosis is con- 
cerned, whicli particular valve is involved, Walshe arranges the 
valvular affections in order of their relative gravity as follows : 

1. Tricuspid regurgitation. 

2. Mitral regurgitation. 

3. Mitral stenosis. 

4. Aortic regurgitation. 

5. Pulmonary stenosis. 

6. Aortic stenosis. 

Broadbent arranges them, with respect to their relative gravity, 
as follows : 

1. Aortic insufficiency. 

2, Mitral stenosis, 

3, Aortic stenosis. 

4. Mitral insufficiency. 

Without entering into a detailed discussion of the relative grav- 
ity of the various valvular affections, it seems a matter of common 
experience that after the condition has become chronic the mitral 
insufficiency causes less strain upon the cardiac mechanism, and is 
the least to be feared of all the valvular affections. 

Can recovery occur after acute endocardial inflammation? 
There can be no doubt that many individuals who have suffered in 
childhood from rheumatic endocarditis have apparently recovered. 
In those cases where the inflammation was slight, and the injury 
to the valve not great in extent, perfect compensation may continue 
for years without causing the patient any subjective disturbance, and 
indeed the objective cardiac symptoms may disappear. 

Prognosis in Pericarditis. — The prognosis in pericarditis is 
grave ; death may occur during the acute illness, or owing to the 
associated endocarditis and to the pericardial adhesions. The ul- 
timate chances for a long life are unfavorable ; repeated attacks of 
rheumatism with pericarditis darken the prognosis. 
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THE MEASUREMENT OF HUMAN BLOOD PRESSURE 
Bv LOUIS FAUGERES BISHOP 

Clinical Professor of Heart and Blood Vessel Disease, Fordham University 

School of Medicine: Physician to the Lincoln Hospital 

New York 

The measurement of blood pressure in the living individual has 
assumed great clinical importance in the last few years. The prob- 
lem is one that lends itself particularly to laboratory studies, but 
which it is equally important to extend to clinical work. At first 
physicians were balked by the apparent impossibility of estimating 
blood pressure in a living individual without operative procedure 
to connect the blood stream with some instrument of measurement. 
However, it is found that while it must be acknowledged that 
extreme accuracy can only be obtained by direct means, still sufficient 
uniformity of residts is obtained by indirect methods. 

The gradual development of the clinical examination of blood 
pressure has brought us to the point where it is generally acknowl- 
edged that the most convenient and accurate instruments are those 
which measure intravascular pressure by the elastic compression 
necessary to stop the pulse wave in the brachial artery. So in dis- 
cussing methods we shall simply touch upon those founded upon 
other procedures. 

The earlier form consisted of an instrument to obliterate the 
pulse by means of a small flexible bag which was placed over the 
artery to make compression and then measuring the pressure in the 
little bag through a connection with a mercury manometer or a 
manometer of some other form. Though still extensively used in 
the form of the von Basch instrument, it does not hold the confi- 
dence of very many careful observers. Another method is by the 
pressure necessary to change the color of the skin and is chiefly 
known at the present time in the Gartner Tonometer. Superseding 
all these has been the method of circular compression by air which 
is credited to Riva-Rocci and Hill. This is familiar to us all in the 
Riva-Rocci and Janeway instruments. 

Our own method con.<:ists in the circular compression of the arm 
by water and the regulation and measurement of this compression by 
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raising and lowering a soft rubber reservoir to measured heights. 
It is found that the pressure in the cuff accurately corresponds 
to the height of the reservoir and that this height gives an indication 
of the blood pressure when the pulse wave is just obliterated. 

The simplified instrument as suggested by me consists essen- 
tially of a red armlet 15 centimeters wide and 40 centimeters long, 
, made of strong material. This armlet or cuff dif- 
fers from the Riva-Rocci armlet in its greater 
width and in the fact that the rubber bag occupies 
only a part instead of the whole circumference of 
the armlet. The advantage of this 'latter arrange- 
I ment is that the rubber bag when expanded com- 
\ presses the artery against the bone rather than sur- 
\ rounds the whole arm, which proved to be painful. 
Connected with the cuff is a red rubber tube 203 
centimeters long. To this is connected a white tube 
60 centimeters long and to this a blue tube and a 
blue bag, measuring to the centre of the bag 136 
centimeters. Connected to the blue bag is a cord 
passing through a pulley of special construction. 
This pulley is so constructed that it can easily be 
hung at a height by means of a cane or similar im- 
plement. A special scale is attached to the bag at 
the level of its contents and is used to measure the 
height of the bag above the patient's heart as here- 
..,u.u.H.u..r..»...f jnafter described. The instrument can be 
rolled up and carriett in the pocket and is used as follows : 

The tube is separated at one of the connections between the dif- 
ferent colored tubes and the air is drawn out of the two bags by 
suction, by placing the ends of the tubes one at a time in the mouth. 
The bags are now placed on the floor and the ends of the tubes 
plunged in a basin of water and about 12 ounces (360 c.c.) allowed 
to siphon into the bags. The ends of the tubes are now rejoined 
under water so that no air can enter. The red cuff is now lifted up 
so that all the water runs into the blue bag which is left on the floor. 
Then the armlet is placed around the arm of the patient in such a 
manner that the part containing the bag comes on the inside of the 
arm. The pulley with the cord through it is now attached high up to 
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a picture molding or some other convenient object, and the bag is 
hoisted slowly until tlie pressure of water that flows back to the cuff 
has compressed the artery and obliterated the pulse at the wrist. To 
find the exact point at which this takes place it is better to lower the 
bag until the pulse is distinctly felt again, and then raise it two 
inches at a time, counting ten beats of the pulse each time until the 
pulse disappears. If at this point the white tube is opposite the level 
of the patient's heart, or the level of the cuff, which is practically the 
same, having the patient in a sitting position, the patient's blood 
pressure is within normal limits. If the blue tube is opposite this 
level, the patient has a sub-normal blood pressure. In order to meas- 
ure the blood pressure in terms of millimeters of mercury, the spe- 
cial scale is attached to the blue bag at the level of the water in it, 
when the apparatus is in operation, and the figure on the scale at 
the level of the heart when the pulse disappears indicates the blood 
pressure in millimeters of mercury. 

The pressure in healthy persons of good constitution is as follows : 

Children 85-110 

Adults 100-145 

I have tested this apparatus with all kinds of cases and com- 
pared them with the standard instruments and found that its read- 
ings were correct. I find that a closer reading is often possible with 
this instrument than with the other instruments on account of the 
absence of fluctuations and the greater length of the scale. This is 
especially true in low and very high pressure cases. The instrument 
is particularly convenient for detecting the cases of blood pressure 
that fall into my classification of blood pressure cases, into primary 
low pressure cases, high pressure cases and secondary low pressure 
cases. It can be used with accuracy up to three three hundred and 
twenty-five or more millimeters, which is usually impossible wUh 
the air-mercury instruments. In these unusual cases by using the 
instrument where there is a stairway or in a very high ceilingcd 
apartment, the necessary elevation of the pulley is obtained. 
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SOME POINTS ON THE DIFFERENTIAL DIAGNOSIS BE- 
TWEEN GASTRIC INSUFFICIENCY DUE TO 
STENOSIS AND THAT CAUSED BY 
FATIGUED MUSCLE 

By FENTON B. TURCK 
Chicago 

Gastric muscle fatigfue may result from overwork due to stenosis 
of the outlet of the stomach, or from overwork produced by per- 
sistently overloading the stomach. The two conditions differ mate- 
rially from the standpoint of diagnosis and treatment. The one is a 
pathological condition to be considered and treated by surgical 
means ; the other to be considered from a physiologic standpoint and 
to be corrected by physiologic methods. 

No more difficult problem of differential diagnosis presents itself 
to the clinician than to distinguish between these two conditions. 

The retention of food in the stomach beyond the normal time 
has been too often regarded as due to some obstruction, usually 
pyloric. Sahli {Diagnostic Methods, page 414) is of the opinion that 
pyloric stenosis is much too frequently diagnosed as such — that a 
delay in the emptying of the stomach may be nothing more than Von 
Mering's reflex (neurosis), or than a shght insufficient motility. If 
we are justified in saying that a case is one of pyloric stenosis be- 
cause of the presence in the gastric contents of food taken the day 
before, then we have seen hundreds of cases of pyloric obstruction 
permanently cured without surgical interference. 

The diagnosis of gastric insufficiency involves another factor as 
well ; that is, whether the atony is really of gastric origin and not to 
be referred to the intestinal muscularis. 

An accurate knowledge of the clinical conditions cannot be ob- 
tained witliout careful consideration of the physiology of the gastric 
movements. 

The gastric muscle seems to have an inherent power of rhj'thmi- 
cal contraction independent of the central nervous system. Pawlow 
and Ducheschi have observed that section of the vagi, in the dog, 
cat and other animals, does not hinder the peristaltic action of the 
gastric muscle. If nicotine or cocaine be painted over the gastric 
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mucosa, thus paralyzing Auerbach's plexus and blocking the local 
nerves supplying the muscle (mucosa irritation is conveyed to the 
muscle through the delicate nerve fibrils of Meissner's plexus, which 
in turn is a branch of the muscle plexus of Auerbach), the move- 
ments of the antrum are not affected (Bayliss and Stariing). Mag- 
nus found that by pulling off the outer layer of intestinal muscle, 
spontaneous rhythmical contraction would contin\ie if the ganglion 
cells were left intact; but if not, artificial stimulation would excite 
contraction. 

These observations go to show that the relation of the local and 
central nervous system to peristalsis is not understood and, further, 
that other factors must come into play. One of the most important 
of these is tension; this quickly stimulates gastric peristalsis. By 
inflating a balloon in the stomach (Bayliss and Starling's experi- 
ment), contractions are excited immediately, and if the rubber bag is 
connected with a manometer, the number and force of the contrac- 
tions can be observed. But it is not necessary to use even a balloon 
or bag; air can be introduced directly into the stomach and will at 
once excite powerful peristaltic movements. These cannot be pro- 
duced chemically by products of foodstuffs, by irritants applied to 
the mucosa or by injections into the blood. Electricity also is nega- 
tive. This makes tension more or less of a mechanical factor, but it 
is one of greatest moment and has much to do with the question of 
the primary cause of atony and the resultant dilatation of the 
stomach. 

If continual peristalsis of a dog's stomach be produced, as by 
distending it with a bag or balloon, gradual atony of the muscle will 
follow, due to fatigue, and finally dilatation. At. the end of two or 
three hours the greater curvature may extend even to the symphysis 
pubis ; it becomes soft and flabby and will no longer contract. This 
condition may last for several weeks and can he prolonged by daily 
filling the stomach with indigestible substance like bran and water. 
Furthermore fatigue toxin is formed, which can be extracted from 
the gastric muscle, and when injected intravenously into healthy 
dogs, evidence of atony appears provided the animal's stomach is 
immediately filled with food. 

Gastric muscle, then, falls in line with the laws of contraction 
and fatigue of muscle in general; and the experimental work on 
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animals by overworking the stomach and producing dilatation cor- 
responds in etiology and pathology with the clinical observations in 
atony and fatigue of the gastric muscle in the human being. This 
can be seen in many cases of rickets ; it often follows typhoid fever; 
and is frequently found in pulmonary tuberculosis. Even in a healthy 
individual, overwork of the stomach will result in fatigue and dilata- 
tion, and this will be permanent if the muscle cannot recover its 
power to contract. 

As stated in the beginning, the differential diagnosis between 
motor insufficiency due to obstruction and that due to fatigue of the 
gastric muscle is difficult. The two conditions present similar his- 
tory and symptoms ; but physical examination will show some char- 
acteristic differences. In stenosis the muscle wall hypertrophies to 
compensate for the increased resistance of the pyloric outlet and 
will require greater tension than normal to distend it. On the other 
hand, in gastric myasthenia the muscle becomes less and less resis- 
tant to tension or it shows a greater degree of distention under the 
same pressure. This difference can readily be tested by artificial 
inflation of the stomach through a double tube. If accurate de- 
terminations are desired, a thin balloon should be introduced into the 
stomach and compressed air be used with regulated pressure and 
volume by means of a manometer; but for practical purposes the 
gyromele and percussion method will give fair data as to the elastic 
resistance of the muscle to air that is forced in. The energy with 
which the air is ejected from the stomach will also give some idea 
of the tonicity of the muscle. This can be felt with the hand or 
cheek; or the ejected air can be passed through a bottle containing 
soapy water and the amount of force will be indicated by the soap 
bubbles formed. 

It requires practice to estimate with the hand the difference be- 
tween muscles of normal and abnormal tonicity. If nebulized oil is 
forced into the stomach, the rapidity with which it passes out — a vis- 
ible cloud form — will give some estimate of the elasticity of the 
muscle. 

Further examination for the absence or presence of pyloric 
stenosis can be made by the use of the gyromele specially modified 
for sounding the duodenum. It can also be diagnosed by exclusion 
by the giving of a test meal as follows : 
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Wash out the patient's stomach and at the usual eating time give 
a test meal of rice, chopped meat and toast mixed with a little bran. 
Note carefully the time the food takes to pass out of the stomach. 
The next day exercise the stomach by inflating it with air through a 
double tube. Repeat several times, a few moments each exercise, 
until gastric peristalsis is excited. Then give another test meal like 
the first and at the same' hour of the day. The length of time this 
second meal remains in the stomach is then compared with that of 
the first. If it is much shorter, say, for instance, that the food was 
in the stomach only six hours, then one could be certain that no 
stenosis was present and that the exercise of the stomach muscle 
with air had stimulated it to do quicker work. 

Pneumatic gymnastics of the stomach will help to make our 
diagnosis more certain, and we are very much dependent upon such 
methods so long as our knowledge of etiology and pathology remains 
so incomplete. 

The examination of the feces for muscle fibre and connective 
tissue is a simple but important means of differentiating between 
motor insufficiency of gastric and intestinal origin. This involves 
the giving of a test meal of meat which has been subjected to twenty- 
five or more pounds of steam for about five hours. This high tem- 
perature hydrolizes the connective tissue into gelatine. If the patient 
cannot digest the connective tissue as found in ordinarily cooked 
meat, even though the muscle fibre is pretty much digested, this 
indicates a disordered stomach : for two factors are concerned in the 
digestion of connective tissue, (i) HO -(-pepsin; and (2) motor 
activity of the gastric muscles. If either of these is lacking the con- 
nective tissue will not digest and will show in the feces. If now the 
patient eats the hydrolized meat and this passes through undigested, 
then we have plain evidence of gastro-intestinal disturbance. 

The trend of modem research has been especially characterized 
by a growing recognition of the importance of the physiologic meth- 
ods of diagnosis, and the soundness of such methods has been con- 
clusively demonstrated by Europe's foremost scientists. 



,y Google 



Bettmann: The Diagnosis of Chronic Cholecystitis 143 

THE DIAGNOSIS OF CHRONIC CHOLECYSTITIS 

By henry WALD BETTMANN 

Cincinnati 

The diagnosis of chronic cholecystitis is usually made by physi- 
cal examination. Important aid is rendered in many cases by the 
anamnesis, a study of the clinical symptoms, an investigation of the 
gastric functions and the results of medical treatment. 



Nearly all patients are between the ages of 30 and 60 years. 
The majority are women. Nearly all of these have borne children. 
Many date back' their early symptoms to a period shortly following 
parturition. Many will record marked exacerbations after each con- 
finement. In very few cases will there be a history of continuous 
suffering through a period of many years. Nearly always there have 
been marked remissions or intermissions during which the patients 
have enjoyed good health and sound digestion. This is very char- 
acteristic. The periodic attacks vary materially in the same indi- 
vidual. Pain may be a prominent symptom in some attacks; in 
others, dyspeptic disturbances may predominate ; again, for months 
or years the patient may suffer from rather indefinite minor symp- 
toms, such as tugging or dragging pains in the region of the gall- 
bladder or above the free border of the right ribs. Pain in the right 
shoulder is not as common as is generally believed. In patients un- 
der 35, especially in men, it is common to find a history of typhoid 
fever preceding the symptoms of cholecystitis. Sometimes the sub- 
sequent symptoms can be traced directly to the attack of typhoid, 
though this is by no means the rule. Cholecystitis is not generally 
chronic from the beginning, and attacks of severe pain (acute 
cholecystitis) lasting several days can usually be elicited from the 
history of the past, even in patients in whom pain has played a minor 
role in the total symptomatology. Repeated attacks of moderate or 
severe pain (acute exacerbations) are very characteristic. 

Chronic cholecystitis under the age of 30 is by no means rare, 
and one must not be thrown off the scent by the youthfulness of the 
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patient. I have personally observed three cases of chronic cholecys- 
titis in young unmarried women aged respectively 17, 22 and 26. 

THE CLINICAL SYMPTOMS 

I shall not endeavor to describe the great variety of clinical pic- 
tures which may be presented by cases of chronic cholecystitis, but 
shall limit myself to the symptoms which have a bearing on the diag- 
nosis. In an analysis of 65 recent cases of chronic gall-bladder dis- 
ease, I note that in 21 the chief complaints could be designated as 
dyspeptic in character; in 17 there were typical recurring attacks 
of acute cholecystitis (some of these I had seen in previous years) ; 
in 18 there were either typical attacks of gall-stone colic or severe 
pains of atypical character; in 7 there were rather indefinite symp- 
toms of abdominal distress, and in 2, attacks of vomiting were the 
most prominent symptoms (in both of the latter adhesions being 
found at operation). For a description of the recurrent acute at- 
tacks, the reader is referred to my article on the Diagnosis of Acute 
Cholecystitis, in the preceding number of the Archives. 

The dyspeptic symptoms may or may not be quite characteristic. 
Pressure under the sternum, especially pressure extending backward 
into the space between the shoulder blades, is especially frequent. 
This so-called "Magendruck," lasting often for hours, coming on 
without apparent cause, and not relieved by alkalis or carminatives, 
is exceedingly suggestive of gall-bladder disease. Especially char- 
acteristic are these pains if they occur at night, waking the patient 
out of sleep or preventing sleep. Should the patient vomit (through 
artificial means or naturally), or should his stomach be washed out, 
the continuance of the pressure is almost pathognomonic of condi- 
tions outside nf the stomach. The same may be said of a sensation 
of bloat, associated with a desire to belch. When this symptom per- 
sists, though the stomach be empty, its cause is invariably extra- 
gastric. Other gastric symptoms associated frequently with chronic 
cholecystitis are a feeling of fnlness after meals, growing worse dur- 
ing the height of digestion ; persistent belching of tasteless gas (air) ; 
a feeling of soreness in the stomach during digestion (often due to a 
coincident hyperchlorhydria ) ; in a word, all the minor symptoms 
which are grouped under that comprehensive term, dyspepsia or 
troublesome digestion. These symptoms may be entirely independent 
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of the particular quantity or quality of the food. When diet fails 
to influence gastric symptoms favorably, there is a strong presump- 
tion of an exciting cause outside of the stomach. 

A STUDY OF THE GASTKIC FUNCTIONS 

A study of the gastric functions is a valuable aid to diagnosis. 
It may be broadly stated that organic diseases of the stomach will 
almost always be recognizable by definite objective findings. An 
active ulcer bleeds either frankly or occultly, or produces marked 
hyperchlorhydria ; a catarrh reveals excess of mucus; advanced 
gastritis is revealed by pronounced hypochlorhydria ; atony and ob- 
struction can be recognized by lavage at certain intervals after meals. 
Now often enough, chronic cholecystitis is associated with one or 
more of the above conditions. On the other hand, in a large propor- 
tion of cases of cholecystitis notwithstanding pronounced dyspeptic 
disturbances, the objective tests will reveal no abnormality of the 
secretory or motor functions of the stomach. When pathological 
conditions are found, the critical acumen of the clinician must decide 
whether the abnormalities are sufficient to account for the symp- 
toms. Very frequently chronic cholecystitis is accompanied by hy- 
perchlorhydria of greater or less degree. The symptoms of Magen- 
druck, heartburn and pain between the shoulder blades, are equally 
characteristic of both conditions. I have frequently observed in 
cases of mild hypefchlorhydria, associated with chronic cholecystitis, 
that the severity and obstinacy of the symptoms are out of propor- 
tion to the degree of hyperacidity. The effect of treatment is an 
important element in the diagnosis. It may be asserted rather dog- 
matically that symptoms due to intra-gastric conditions can almost 
invariably be relieved or cured by appropriate treatment. The corol- 
lary also holds that gastric symptoms not relieved or cured by ap- 
propriate treatment are extra-gastric in origin,' Not infrequently it 
happens that reflex gastric symptoms due to cholecystitis will disap- 
pear under treatment directed to the stomach and the true nature of 
the imderlying condition may escape observation altogether or may 
be revealed later during a mild or severe flare-up of the physical 
signs. 

'In this connection malignant disease is not considered, as cancer will 
. rarely simulate cholecystitis, or vice versa. 
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Summing up as far as we have gone we may say that a history 
of abdominal symptoms dating back for years, and possibly trace- 
able originally to an attack of typhoid fever or more commonly to 
pregnancy ; of an intermittent character ; with certain symptoms pre- 
dominating and not explicable by the findings usually present in gas- 
tric diseases is exceedingly characteristic of chronic cholecystitis 
with or without gall-stones. 

A few words may be in order here regarding the relation be- 
tween gall-stones and chronic cholecystitis. It is generally recog- 
nized that in the presence of gall-stones the symptoms are due in a 
minority of cases either to the tugging of the stone-filled bladder or 
to the mechanical obstruction of the moving stones ; but that iii the 
majority of cases the symptoms are determined by the degree of 
cholecystitis present. We are not usually able to make a differential 
diagnosis between gall-stones with and gall-stones without cholecys- 
titis. Yet in a certain number of cases this is possible. When the 
symptoms of gall-stones have been unmistakable (colics, recurrent 
jaundice, passage of stones) and when during a long period of ob- 
servation we have bten unable to detect the physical signs of 
cholecystitis, we are usually correct in assuming the presence of 
numerous stones in an uninflamed or contracted gall-bladder. It 
cannot be loo often repeated that an inflamed gall-bladder can be 
detected by physical signs ( for which the reader is referred to my 
previous article). The continued absence of these physical signs 
nearly always means that whatever symptoms are present are due 
to mere tuning, or to the passage of minute stones. When the 
physical signs of cholecystitis recur from time to time, we are not 
able to decide positively whether stones are present or not. In the 
large majority of cases they will be found at operation. When an 
operation reveals an inflamed gall-bladder without stones, it has gen- 
erally been believed that stones have been passed. In the large ma- 
jority of these instances it is highly probable that at no time have 
stones been present. 

PHYSICAL SIGNS 

Regarding the physical signs, it is well to bear in mind certain 
facts. A chronically inflamed gall-bladder may be structurally so 
changed that it will at all times present certain easily recognizable 
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physical signs. On the other hand, cholecystitis may run a very 
mild or even latent course marked by more or less acute exacerba- 
tions. During the period of latency all physical signs may be ab- 
sent. Itmay be laid down as a rule, however, that frequent exacer- 
bations tend to leave in their wake persistent physical signs. The 
most stfiktng of these is the so-called Riedel's lobe. The exact way, 
in which the Riedel's lobe is formed is not definitely known. Re- 
peated attacks of local hyperemia and swelling are the underlying 
cause. The tugging of the inflamed gall-bladder may play a role. 
The Riedel's lobe forms in certain cases in which there is no 
cholecystitis. Tight lacing or the wearing of a tight belt occasionally 
produces it. It may result from passive hyperemia of the liver in 
cases of heart disease or even of emphysema. I have repeatedly seen 
it in the autopsy room under the above conditions in the absence of 
gall-bladder disease. Riedel's lobe possesses decided diagnostic sig- 
nificance only when considered in connection with the history of the 
case. With a characteristic history before one and excluding the 
above conditions, one will rarely err in interpreting a tender Riedel's 
lobe to mean chronic cholecystitis or gall-stones. 

The right kidney often confuses the examiner. The ^eatest 
care must be exercised in distinguishing it from the enlarged gall- 
bladder or a liver lobe'. I have already dwelt on this point. 

It is not always easy to differentiate chronic cholecystitis from 
chronic appendicitis, especially in the absence of characteristic physi- 
cal signs. The symptoms of these two conditions often resemble 
each other strikingly. Local tenderness may be slight, and during 
certain periods wholly absent. 

Twice during the past two years I have mistaken a chronic ap- 
pendicitis for a chronic cholecystitis. One patient was a woman who 
had myocardial insufficiency, an enlargement of both the right and 
left lobes of the liver and marked dyspeptic symptoms with severe 
exacerbations. The tenderness of the enlarged right, lobe misled me. 
The operation revealed a chronically ulcerated and thickened appen- 
dix; the gall-bladder was normal. It is necessary always to con- 
sider the possibility of marked tenderness in a passively congested 
liver. . In the second case I was deceived by the right kidney. The 
symptoms and history were typical of a case of cholecystitis, but the 
operation revealed a normal gall-bladder and an appendix imbedded 
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in a mass of adhesions. In this case the patient always got relief 
from her symptoms (boring gastric pain, often associated with heart- 
burn) by inducing vomiting. As stated before, symptoms due to the 
gall-bladder are not usually relieved by emptying the stomach, and 
observance of this rule would have obviated error. This rule is help- 
ful in differentiating chronic cholecystitis from gastric, gastro-duo- 
denal and duodenal ulcer, especially the first of these. In ulcer 
limited to the stomach, the symptoms almost invariably subside more 
or less when the stomach is washed out. This is not so true of duo- 
denal ulcer. Duodenal ulcer occasionally coexists with gall-stones, 
and these conditions have occasionally been mistaken for each other, 
but this error is relatively rare. 

The clinical history and the physical signs differ materially in 
the two diseases and a continued study of the case will almost in- 
variably lead to a correct interpretation. 

A knowledge of the great frequency of chronic or recurrent 
cholecystitis may lead the practitioner far afield and cause him to 
diagnose cholecystitis when none exists. I recently saw a young 
woman who had frequent recurrent attacks of violent bilious vomit- 
ing lasting two or three weeks at a time, and whose gall-bladder re- 
gion was exceedingly sensitive to pressure, and whose first attack 
occurred in the puerperium. This seemed to warrant the diagnosis 
of recurrent cholecystitis, but an operation revealed a normal gall- 
bladder and badly inflamed tubes and ovaries. Their removal was 
followed by an immediate cure. It is well for the internist to remem- 
ber that inflammation of tlie pelvic organs, especially in women, fre- 
quently simulates very closely various diseases of the digestive 
organs. 

In patients above 50 years of age it is not always easy to dis- 
tinguish certain attacks of angina pectoris from those due to inflam- 
mation of the gall-bladder. The substernal pressure, the persistence 
of symptoms for hours, and their tendency to occur after meals are 
common to both diseases. Only a minute study of all the conditions 
present will save one from mistakes. 

Finally it may be stated 'that in a certain small proportion of 
cases the diagnosis of chronic cholecystitis with gall-stones cannot be 
made with certainty, and an exploratory operation is justified when 
the symptoms seriously interfere with the patient's well-being. 
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DIFFERENTIAL DIAGNOSIS BETWEEN CHRONIC IN- 
TERSTITIAL AND CHRONIC PARENCHYMATOUS 
NEPHRITIS BY MEANS OF EXAMINATION 
■ OF URINE 

By LOUIS HEITZMANN 
New York 

Although chronic inflammations of the kidney are among the 
most common affections to which the human body is heir, the classi- 
fication of these affections always has presented great difficulties to 
the pathologists. There are hardly two pathol(^es in which the 
varieties of nephritis are given in the same manner. This is due 
to a great degree to the fact that degenerative conditions are usually! 
associated with the inflammation and it is quite impossible to sep- 
arate the different degenerations seen with the inflammations. 

The terms interstitial and parenchymatous are those most fre- 
quently used, although they are by no means entirely correct. By 
an interstitial inflammation we mean, strictly speaking, one confined 
to the interstices of an organ, and by a parenchymatous inflamma- 
tion, one confined to' the parenchyma. Such conditions, however, 
are unknown, since both parenchyma and interstices are bound to be 
affected to a greater or lesser degree in all inflammations. It is for 
this reason that the term diffuse has been substituted by some pathol- 
ogists who. however, try to differentiate by speaking of a diffuse in- 
terstitial and a diffuse parenchymatous, and in this manner again 
cause confusion. 

One classification gives the following synonyms for chronic . 
diffuse nephritis": chronic parenchymatous, chronic tubular nephritis, 
chronic catarrhal nephritis, chronic desquamative nephritis, chronic 
epithelial nephritis, chronic renal degeneration. The same author 
gives as a second variety of chronic nephritis, chronic interstitial 
nephritis with the following synonyms: chronic productive nephritis, 
chronic indurative nephritis, contracting or contracted kidney, gran- 
ular kidney, fibroid kidney, cirrhotic or sclerotic kidney, gouty kid- 
ney, renal sclerosis.' 

'Coplin, Manual of Pathology, 4th ed., 1905. 
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■ Since as before stated various phases of inflammation and de- 
generation are closely associated and even merged, a uniform classi- 
fication of nephritis is difficult, but the term diffuse as a separate 
variety should certainly not be used. Experiments have conclusively 
proved that an independent pathological condition of either the 
epithetia or the connective tissue does not exist. The toxic sub- 
stances producing the nephritis, before they reach the epithelia, must 
pass the walls of the blood vessels and have an irritating influence 
upon the latter. In the connective tissue changes are also found, 
though they may be confined to serous transudation, sufficient, how- 
ever, to show that the epithelium cannot become diseased primarily 
and independently of the surrounding connective tissue. Every in- 
flammation is primarily an interstitial one, and every parenchymatous 
inflammation must also at the same time be an interstitial one. The 
pathological changes may, however, be more pronounced in the 
epithelium than in the connective tissue. Since every inflammation 
in an organ composed of connective and epithelial tissue affects all 
its component parts to a greater or less degree, it will be diffuse to a 
certain extent from its onset. By this term is not meant that it 
affects the entire organ uniformly, but simply all the component parts 
of the organ at the site of inflammation. 

The terms interstitial and parenchymatous, which were first used 
by Virchow, may be employed for want of better terms, the former 
when the pathological changes are more pronounced in the connec- 
tive tissue, the latter when they are more pronounced in the epithelia 
lining the uriniferous tubules. The old terms of catarrhal and 
croupous, still used in inflammations of other organs, though not of 
great significance, are fully as good and may be employed in inflam- 
mations of the kidney instead of interstitial and parenchymatous. 

In order to understand the features found in (he urine in these 
forms of nephritis, it is necessary to understand the changes which 
take place in the kidney. In a chronic interstitial or catarrhal 
nephritis, so called, the surface of the kidney is marked by irregular 
shallow depressions, or by granulations, the capsule being adherent 
in most cases. The irregular depressions are due to retractions of 
newly formed connective tissue, which is formed at the expense of 
the uriniferous tubules. The result of such an inflammation is a 
shrinkage — cirrhosis — of the kidney. The whole kidney is consid- 
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erably reduced in siie and the irregularities on the surface are well 
marked. Both the cortical and medullary substances are much nar- 
rower than in the normal condition ; this is more marked in the cor- 
tex, of which in advanced stages only slight remnants are left, cor- 
responding with the elevations of the surfaces. There is a partial 
destruction of glomeruli and blood vessels. The newly formed con- 
nective tissue is more or less regularly distributed throughout the 
kidney structure, the uriniferous tubules being in part transformed 
into connective tissue while still retaining the outlines of their orig- 
inal configuration. 

The obliteration of a number of narrow tubules, including the 
ascending and descending branches, explains the clinical fact that 
persons affected with cirrhosis of the kidney void large quantities of 
urine having a low specific gravity, and which is, therefore, con- 
siderably deficient in solids. From the glomerulus only a watery 
liquid, containing a few salts, is voided, which becomes thicker by 
the addition of the saline constituents excreted by the narrow tubules. 
It is in the narrow tubules that much of the watery part of the urine 
is restored to the thickened blood running in the neighboring capil- 
laries. If the function of the tubules be much interfered with, the 
interchange between the liquid contents of the tubule and the solid 
constituents of the blood does not take place and the urine will be 
voided in about the same condition in which it was pressed into the 
capsule from the glomerulus. Numbers of the convoluted tubules per- 
ish also through the increased formation of connective tissue, while 
from others the epithelia are simply desquamated and appear in the 
urine. 

In chronic parenchymatous or croupous nephritis the kidney 
has a different appearance; it is more frequently enlarged than 
diminished in size. The surface is often nodulated, and between the 
nodules are seen deep cicatricial retractions. These retractions are 
not found uniformly over the surface and the capsule is adherent 
to them. The cortical substance is absent in the parts corresponding 
with the retractions of the surface, while in other places the cortex 
may be unaltered or even increased in bulk. The medullary sub- 
stance may be unchanged or diminished. In contradistinction to the 
more or le.ss uniform shrinkage of the kidney to which the name 
cirrhotic is given, the partial destruction of the tissue which occurs 
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in chronic parenchymatous nephritis is termed atrophy, since in the 
most diseased portions only traces of the original kidney structure 
are found. 

In the depressed cicatricial portions of the cortical substance a 
large amount of connective tissue scantily supplied with blood ves- 
sels is found. There is no regularity in the arrangement of the con- 
nective tissue, and only remnants of the former tubules are seen, 
together with irregularly scattered sections of tubules from which 
the epithelial lining has entirely disappeared. In the most pro- 
nounced cases, in addition to the atrophied portions the large amount 
of newly formed connective tissue present in different places consti- 
tutes a regular hypertrophy. 

In both chronic interstitial and chronic parenchymatous 
nephritis, fatty and waxy degeneration may be present. The former 
almost always, the latter only occasionally. The degenerations, how- 
ever, are more pronounced in the parenchymatous than in the inter- 
stitial varieties. In the so-called large white kidney the highest 
degree of fatty degeneration occurs as a secondary result of the 
parenchymatous inflammation. 

The clinical symptom seen in chronic kidney inflammations are 
more or less vague at the commencement of the affection and fre- 
quently not sufficiently marked for a distinct diagnosis. Chronic 
interstitial nephritis and even an incipient cirrhosis of the kidney at 
first present few, if any, characteristic symptoms; for that reason 
the disease is frequently not diagnosed until different complications 
set in. It is not at all unusual that a chronic interstitial nephritis 
remains undiagnosed throughout life and the diseased kidney is 
found at the autopsy table. Since edema is comparatively rare in 
many of these cases, the physjcian may at first suspect a nephritis or, 
as he frequently chooses to call it, -Bright's disease, a term which 
should not be used among physicians, since it is unscientific and does 
not tell us ft-om what variety of kidney inflammation the patient is 
sqffering. He will examine the urine once or twice for albumin and 
possibly microscopically for casts, and not finding either discards 
the diagnosis of nephritis entirely. Yet such inflammations give per- 
fectly characteristic features under the microscope and can be diag- 
nosed in every case by a careful examination of the urine. 

Chronic parenchymatous nephritis may also last for a long time 
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before any characteristic symptoms appear; not infrequently the 
first feature of the disease is edema of the face and lower extremi- 
ties. At the same time a gradually increasing weakness and loss of 
flesh are noticed and the patient has little inclination fbr work. This 
variety of nephritis is more easily diagnosed, since albumin and 
casts are invariably present in a greater or less amount. 

In the more pronounced cases of both varieties of nephritis 
occipital headache and pain in the lumbar region are present with 
general depression. In cirrhosis of the kidney the clinical symptoms 
later become marked. Loss of flesh and strength are noted, vomit- 
ing may be frequent, there may be dyspnea, and the pulse is tense, 
hard and often full. 

The diagnosis of chronic nephritis should present no difficulties 
even at the commencement, provided the urine is carefully exam- 
ined. We must, however, banish the old idea that a nephritis can 
not be diagnosed until an appreciable amount of albumin and espe- 
cially casts are found in the urine. The majority of cases of chronic 
interstitial nephritis and even cirrhosis of the kidney never at any 
time show true casts in the urine, while the amount of albumin may 
be so minute as to escape detection. 

From what has been said above it is plain that epithelia from 
the uriniferous tubules are bound to desquamate in every inflam- 
matory condition of the kidney. These epithelia. are perfectly char- 
acteristic and their presence in urine is sufficient evidence without 
casts for the diagnosis of a nephritis. Besides epithelia, pus-cor- 
puscles, and usually red blood corpuscles are present in the urine in 
every case of renal inflammation. 

These three features, kidney epithelia, pus-corpuscles, and red 
blood corpuscles, are sufficient for the diagnosis of a nephritis. 

It is claimed that it is impossible to diagnose epithelia from the 
uriniferous tubules in the urine without the presence of tube-casts. 
This, however, is not at all difficult provided that a proper magnify- 
' ing power is used. Powers of 100 to 200 diameters are quite insuf- 
ficient for proper study of the urine under the microscope and no 
lower magnification than 400 diameters should be employed. 

The uriniferous tubules are lined by epithelia more or less char- 
acteristic. Generally speaking the convoluted tubules are lined by 
cuboidal epithelia, the narrow tubules by flat, and the straight col- 
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lecting tubules by columnar epithelia, all in a single layer, although 
different portions of both the narrow and collecting tubules are also 
lined by cuboidal epithelia. Many epithelia seen in urine, especially 
the cuboidal and small flat varieties, may through the imbibition of 
the watery element have become oval or round and at times are 
more or less perfect spheres. 

In studying sections from different kidneys similar epithelia to 
those found in the urine, though somewhat more irregular, will be 
found lining the tubules. These same epithelia are seen upon true 
tube-casts, and there is no reason whatever why we should not be 
able to diagnose them in the urine even without the presence of casts. 

While it has been universally admitted that kidney epithelia are 
small formations only slightly larger than leucocytes or inflamma- 
tory- or pus-corpuscles and are among the smallest epithelia lining 
the different organs, it has been claimed to be impossible to differ- 
entiate them in urine. This differentiation, however, has been made 
comparatively easy since the advent of the ureteral catheter. It is 
quite plain that when we examine a specimen of urine taken with 
the ureteral catheter only epithelia from the ureter, the pelvis of the 
kidney and the uriniferous tubules can be present in such cases. In 
histological sections of these different organs the difference between 
the epithelia lining the uriniferous tubules, the pelvis of the kidney 
and the ureter is apparent. Ureteral epithelia are distinctly larger 
than kidney epithelia, although not much so, while pelvic epithelia 
are considerably larger, may be round or more or less irregular, 
pear-shaped or even caudate in appearance, their shapes being differ- 
ent from the different layers of the organ. In Fig. i the comparative 
sizes of red blood globules, pus-corpuscles and various epithelia seen 
in urine are illustrated. 

Comparing the epithelia seen in urine with those seen in well- 
prepared thin sections, but not with those obtained after scraping 
of the epithelia from the organs, since the latter are bound to be 
more or less changed and resemble each other, the similarity between • 
what is found in the urine and what is seen in the organs is striking 
enough. The difference in appearance of the epithelia in urine al- 
luded to above is easily recognized and should not lead to mistakes. 
It is a poor argument to simply disclaim the origin of such epithelia 
from the uriniferous tubules without the presence at the same time 
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of casts, and to claim that such a statement is mere conjecture. A 
simple study of the ureteral catheter specimens in cases in which 
it is clinically admitted that pathological conditions of the upper 
urinary tract are present, will at once show the correctness of this 
assertion. It is undoubtedly due to the inability to recognize these 
epithelia that many cases of chronic interstitial nephritis remain 
undiagnosed during life. The pathological changes in the kidney 
in this disease are sufficient to show that true tube-casts need not 
necessarily be present in the urine in such conditions ; yes, frequently 
are not present in the sections made after an autopsy from a kidney 
so diseased. 

Again, ureteral catheterization even in cases in which no patho- 
logical condition of the kidney is present is sufficient for the 
desquamation of epithelia from the ureter, due to traumatism, and 
these alone may be found in the urine, usually, however, with some 
from the pelvis of the kidney. In the study of epithelia from the dif- 
ferent organs of the genito-urinary tract, as seen in urine, it is of 
course impossible to diagnose every single epithelium, since some are 
bound to be similar to others, but the largest numbers of epithelia can 
be readily located, as the average sizes are distinctly different in the 
different organs. 

Before the presence or absence of epithelia from the urinifer- 
ous tubules in a given case can be determined, we must first look for 
the leucocytes or pus-corpuscles in that case ; these are the smallest 
granular corpuscles present, and appear either nucleated or non- 
nucleated. Pus-corpuscles, by which term we mean inflammatory 
corpuscles cast off from their connection with the tissues, are not. 
only emigrated leucocytes but also the results of proliferations of 
cellular elements. Again the nuclei are liable to disappear in the 
urine, especially when the corpuscle is coarsely granular. It is, of 
course, admitted that leucocytes or pus-corpuscles vary to a certain 
degree in every case, and may vary to a considerable degree in dif- 
ferent cases. In a given case, however, no pus-corpuscle can be as 
much as one-third larger in diameter than another. 

As soon as we have recognized pus-corpuscles, let us look for 
formations distinctly one-third larger in diameter than the pus-cor- 
puscles in that case. These formations are epithelia from the con- 
voluted tubules, and as a rule show one nucleus, which nucleus in 
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Fig. 2. Microscopical features found in Chronic Interstilial 

Nephritis ■with accompanying Pyelitis and Cystitis. 
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intense pathological conditions may have undergone karyokinetic 
changes. The chief danger in making mistakes lies in the fact that 
some pus-corpuscles may have become hydropic and then closely 
resemble in size the kidney epithelia. A hydropic corpuscle, how- 
ever, is always pale, more or less indistinct and either finely granular 
or the granulation has disappeared to a greater or less degree ; such 
corpuscles should present no difficulty for diagnosis. 

Kidney epithelia from the convoluted and narrow tubules then, 
as we see them in urine, are small, round, oval or somewhat irregu- 
lar, nucleated formations, about one-third larger in diameter than 
the pus-corpuscle in that case- 
That such a difference in size cannot be determined with a low 
magnifying power seems too plain to mention. Besides these 
epithelia, small columnar epithelia from the straight collecting 
tubules are also seen. The changes which these undergo in urine, 
due to their compactness and large amount of granular protoplasm, 
are slight, not sufficient to change their columnar shape, so that we find 
them as small elongated, columnar, or cylindrical, nucleated, granu- 
lar formations, similar to those seen in the organ itself. 

In all cases of chronic inflammation, secondary degenerative 
changes in the leucocytes or pus-corpuscles and the epithelia are 
bound to take place. These changes are most frequently of the char- 
acter of a fatty degeneration. Small glistening, highly refractive 
granules and globules, which appear dark with one focus, spring up 
in the different parts of the granular protoplasm, replacing the orig- 
inal granules. In the most intense cases many of these cells are 
completely filled with the fat-granules and -globules, while others 
have burst, have allowed the fat-globules to become free, and the 
latter are found in small groups scattered through the different fields 
of the microscope. 

Chronic interstitial nephritis, then, should offer no difficulties in 
diagnosis by microscopical urinalysis. The features present in such 
cases are illustrated in Fig. 2. It is also plain that the chemical fea- 
tures must be taken into consideration. In a chronic nephritis of this 
kind the amount of urine is as a fule large, polyuria being at limes 
very pronounced. With this large quantity of urine we have a low 
specific gravity and usually a diminution of solids. The diminution 
of solids, however, is not always pronounced, especially since it is 
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Fig. 8. Microscopical features found in Chronic Parenchyma- 
tous Nephritis with accompanying Pyelitis. Magn.=450 

B, Rid blood coipuKld. P. Pui-coipuKlei. C.Epilhcllafram canvnlurnlliihulH 
of kidniy. S, Epiiholi* fnni itnighl coll«tmi lulmlei of kidney. U. Epiihclii from 
UKict. K.EciihelliliDBipelviioTlcldiKy. r.UroupKOffiRfai-ilubulct. G.Gran- 
ulnrcuii. FC. FiiivcMt^ GF, Gninulirfiriy cuu. W, Wmy •:"»' WF, Fitly 
wuy cuu. M, Mucul can oc cylindroid. 



,y Google 



i6o The Archives of Diagnosis 

admitted that even a chronic nephritis may be unilateral, although it 
is true that in the majority of cases the second kidney is at least con- 
gested. When the second kidney is in fairly good condition it will 
excrete a considerable amonnt of salts, so much so, that the diminu- 
tion in the total solids may be comparatively trifling. It is for this 
reason that the amount of urea voided in such cases is no criterion 
whatsoever. This latter statement also holds good in the chronic 
inflammations seen during pregnancy, where physicians are only too 
apt to rely upon the total amount of urea voided before they form 
an opinion as to the condition of their patients. 

While a fairly large amount of urea does not exclude a severe 
pathological condition in one kidney, the total amount of solids, 
, including urea, may be small in cases in which the kidneys are not 
severely diseased. This holds good in many nervous conditions. In 
conditions such as are frequently present in the last months of preg- 
nancy, where little if any exercise is taken, where the patient is more 
or less nervous, a large amount of liquid diet and but little solid diet 
is taken, a diminution in the excretion of solids is common, and is 
not necessarily of any significance. 

Presence or absence of albumin also affords little help in diag- 
nosis. In chronic interstitial nephritis albumin may be scanty at all 
times and may be so minute at different times as to escape detection 
entirely with our regular albumin tests. The microscope can un- 
doubtedly alone show the condition of our patients in such cases 
intra vilam. 

The urinary features of a cirrhosis of the kidney, that is, a small 
contracted kidney, the result of a chronic interstitial nephritis, are 
quite characteristic ; they are as follows : 

A. Chemical: i, A large amount of urine voided, being at times 
increased from 1500 cc. to 2500 cc. or 3000 or even 4000 cc. 

2. A continuously low specific gravity, as a rule below loio or 
not more than 1005 or 1003 at any time. 

3. The presence of a small amount or not more than a trace of 
albumin, which may escape detection at times. 

4. A diminution of all salts voided from the diseased kidney. 

B. Microscopical: 5. Pus-corpuscles present in varying num- 
bers, at times few, at times fairly numerous, but always containing 
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a larger or smaller number of fat-granules and -globules; that is, 
showing fatty degeneration. 

6. Red blood globules in small numbers only, 

7. Epithelia from the convoluted, narrow, and straight collect- 
ing tubules of the kidney ; also found in varying numbers, the larger 
number containing fat-granules and -globules. 

8. Free groups of fat-granules and -globules/ 

9. Small connective-tissue shreds; since in cirrhosis a certain 
amount of destruction of kidney tissue is bound to be present, since 
furthermore new connective tissue is formed, it is plain that small 
shreds can be found in the urine. These shreds we do not expect to 
see in simple chronic inflammations which have not as yet led to 
cirrhosis. 

In a number of cases of chronic nephritis, the pelvis of the kidney 
and the ureter are also involved in the inflammatory process, so that 
epithelia from these organs are bound to be seen in the urine with 
the features above mentioned. Again, secondary cystitis is com- 
mon, so that epithelia from the bladder, both fiat and cuboidal from 
the upper and middle layers, are seen. 

Tube-casts may or may not be present in cases of cirrhosis of 
the kidney. In many cases true tube-casts are never at any time 
seen, while in others and more especially in those in which mild or 
pronounced acute exacerbations occur, which is quite common, casts 
may be found, but usually in small numbers only. The varieties of 
casts seen are fatty, granular and hyaline, the latter when acute 
exacerbations have occurred. 

In chronic parenchymatous nephritis the urinary features are 
somewhat different. Here tube-casts are invariably present 
and a diagnosis of chronic parenchymatous nephritis can never 
under any circumstances be made without the presence of dif- 
ferent tube-casts. The varieties of casts found are granular, which 
are usually the most abundant in the milder forms, with a few fatty 
casts or granular-fatty casts. In the more intense cases, fatty degen- 
eration of the kidney is pronounced and fatty casts are numerous. 
Waxy casts may or may not be present. Hyaline, epithelial and 
blood casts are seen only in acute exacerbations, since they are evi- 
dence of an acute process. 

Pus-corpuscles, epithelia from the uriniferous tubules, and fat- 
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granules and -globules are present in varying numbers, while red 
blood corpuscles are also seen. See Fig. 3. 

The urinary features in atrophy of the kidney are the following : 

A. Chemical: i. Small amount of urine voided, always below, 
normal, may be not more than 800 or 600 cc. or even less. 

2. Continuously low specific gravity, as a rule never above loio, 
occasionally not more than 1006 or 1003 at any time. 

3. The presence of a large amount of albumin, in contradistinc- 
tion to the small amount found in cirrhosis. Here albumin is invari- 
ably present in an appreciable amount, and may be quite abundant. 

4. Diminution of all solids. 

B. Microscopical: 5. Pus-corpuscles in moderate numbers, con- 
taining fat-granules and -globules. 

6. Red blood globules, few or moderate. 

7. Epithelia from the convoluted, narrow, and straight collecting 
tubules of the kidney, in moderate numbers containing fat-granules 
and -globules. 

8. Free groups of fat-granules and -globules, sometimes quite 
abundant. 

9. Granular, fatty, and in some cases even waxy casts in vary- 
ing numbers, the former being usually quite abundant. 

10. Connective-tissue shreds of small or moderate size are in 
pronounced cases always present in at least fair numbers. This is 
due to the considerable destruction of kidney tissue, and the large 
amount of newly formed connective tissue. 

When these features are all taken into consideration the diag- 
nosis of a nephritis under the microscope is found to be easy, and 
no case of nephritis of any kind whatever should escape detection 
and diagnosis. When we once have Satisfied ourselves that a 
nephritis even of severe character need not of necessity show true 
casts in the urine, the diagnosis, even when the clinical features are 
obscure, can always be made, and it will not be left for the autopsy 
table to clear up these cases after death. 
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It is not easy to make a succinct statement concerning the dif- 
ferential diagnosis for the various forms of deafness. This diffi- 
culty arises from the fact that there is some confusion and uncer- 
tainty concerning the interpretation of the functional tests. It is 
generally understood that shortening of the period of bone conduc- 
tion, and lowering the high tone limit are due to labyrinthine lesion. 
This, however, is not necessarily true, as these symptoms may also 
occur in middle ear deafness. This misconception accounts for the 
misinterpretation of these symptoms — a misinterpretation which nat- 
urally makes the functional tests appear at first sight to be contra- 
dictory and irreconcilable. When, however, we study these symp- 
toms from the correct point of view, the facts appear in quite a dif- 
ferent light and conform consistently to a general plan which we will 
unfold. 

Deafness depends upon some defect in one or more of the parts 
of the hearing organ, namely, (a) in the outer ear, canal or sound 
collecting apparatus, (b) in the middle ear, drum or sound focusing 
apparatus, (c) in the inner, labyrinthine, cochlear or sound receptive 
apparatus, (d) in the auditory nerve, cochlear nerve and ganglia or 
sound conductive apparatus and (e) in the central or sound concep- 
tive apparatus. 

Let us now consider whether these forms of deafness offer par- 
ticulars sufficiently characteristic to identify them either as collective, 
focusing, receptive, conductive or conceptive. We will also take 
up the points which enable us to make a differential diagnosis of 
these particular forms. The diagnosis of the forms of deafness may 
be made from the -■subjective hearing symptoms corrected and modi- 
fied by objective observations. 
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When there is a mechanical obstruction to the passage of sound 
through the external auditory meatus, outer ear, external canal or 
sound collecting deafness results. The impediment is readily demon- 
strated on inspection. The history of the case is often one of sud- 
den painless deafness without symptoms of a catarrhal nature. 
Often the deafness at first is intermittent for short periods. The 
functional tests are entirely superfluous. They are usually the same ■ 
as in cases of focusing deafness except that the upper and lower tone 
limits are less altered. Bone conduction is relatively and absolutely 
increased in duration. The auditory reaction is normal and deaf- 
ness is not very extreme. The central reaction also is normal. When 
the cause is as obvious as it is in this form of deafness, there is no 
need of careful diiferenttation. The differential diagnosis of collec- 
tive deafness from all other forms of deafness is confirmed by the 
■improvement in the hearing which follows when the obstruction is 
removed. 

Middle ear or focusing deafness is caused by defective trans- 
mission through that middle ear apparatus which concentrates the 
sound and accommodates the hearing organ for sound reception. 
When inspected, most cases will disclose a defect or loss of tissue in 
the drum membrane and ossicular chain, hypermobility or immo- 
bility, malposition, loss of elasticity, thickening or thinning. The 
history is characteristic ; it shows one or more of the following symp- 
toms : Otorrhea, catarrh of the naso-pharynx, earache, fiuctuations of 
the deafness in conformity with the weather changes, and exacerba- 
tions associated with constipation, etc. The onset may be either slow 
or sudden. Functional tests in the typical cases show the low limit 
of tone perception raised above 24 single vibrations per second, with 
very little change in the high limit. The atypical cases show in addi- 
tion to the raised low limit, also a definite but not extensive loss of 
high tone perception, perhaps to below go,ooo single vibrations per 
second. In the typical cases, bone conduction is lengthened, both 
actually and relatively. In the atypical cases, however, there is an 
actual decrease in time of bone conduction. While there are all 
degrees of loss of hearing in this form there is never absolute deaf- 
ness- Auditory reaction is normal. The central reaction in this 
form of deafness is normal. The differential diagnosis from the 
other forms of deafness is made on inspection of the drum. If the 
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drum is found normal in appearance and movements, functional 
hearing tests must then be resorted to. If the low limit of tone per- 
ception is found to be distinctly raised, a positive diagnosis is made. 
When the transformation of sound vibration of the labyrinthine 
fluid into the nerve motion of the auditory nerve terminals is inter- 
fered with, labyrinthine, cochlear or receptive deafness results. In 
this form of deafness inspection is negative. The history may indi- 
cate syphilis, drug or bacterial intoxication, physical shock or 
arteriosclerosis. The onset is often sudden. The range of high tone 
perception shows a marked decrease, 40,000 single vibrations per 
second, or less. Bone conduction is absolutely and relatively short- 
ened. The deafness is often marked, sometimes absolute. Auditory 
reaction is slow. The central reaction remains good. Differential 
diagnosis between the other forms of deafness depends upon the 
lowering of the upper limit of tone perception markedly out of pro- 
portion to the other defects in hearing. 

Nerve or conductive deafness is due to defect in the function 
of the auditory nerve and its peripheral ganglia. Inspection is nega- 
tive. The history may be syphilis, drug or bacterial intoxication, 
arteriosclerosis and neurasthenia. Rapid decrease of hearing power 
is often marked after exercise of the function. The onset may be 
either slow or sudden. The range of tone perception is nearly nor- 
mal. Bone conduction is ab.soluteIy and relatively diminished. The 
' deafness may be of any degree, including even absolute deafness. 
Auditory reaction is markedly slow. Central reaction remains good. 
The differential diagnosis is founded upon very slight alteration in 
the tone limits accompanied by decreased bone conduction hearing. 
Central or perceptive deafness is due to impairment of the 
function of the central ganglia and cortex of the auditory sphere. 
Inspection is negative. The history often shows association with 
other central disturbances, beside trauma, syphilis, arteriosclerosis 
and intoxications. The onset is usually sudden. Signs of easy 
fatigup of the function are present. The functional tests give a 
nearly normal tone perception. Bone conduction is absolutely and 
relatively reduced. Deafness is never absolute. Auditory reaction 
is very slow, but there is no sensory deafness. The central reaction 
shows defect in the auditory sphere. The defect lies in one or more 
of the elements of the auditory sphere shown by various forms of 
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aphasia. Differential diagnosis is made on the central difficulties of 
the auditory sphere. 

Deafness originating in one form often by direct extension or 
inhibitive reflex, involves another form later. The single exception 
to this is the collective form, which is not influenced by forms more 
centrally located. On the other hand collective deafness may affect 
all the other forms. Clinically there is usually a combination of col- 
lective and focusing deafness or of focusing and conductive deaf- 
ness or of conductive and perceptive deafness or of perceptive, con- 
ductive and conceptive deafness. Combination of forms is the rule 
in extreme deafness. Absolute deafness is always located centrally 
to the focusing form. When there is a combination of various 
forms of deafness a differential diagnosis may be very difficult. A 
differential diagnosis and the determination of the most important 
factors in a case of combination of forms is most important and in- 
dispensable for accurate prognosis and for intelligent and success- 
ful treatment. 
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ON THE DIAGNOSIS OF THE COMMONER DRUG 

ERUPTIONS 

By WILLIAM S. GOTTHEIL 

Adjunct Professor of Dermatology, N. Y. Post-Graduate Medical School; 

Dermatologist to the Ciiy Hospiial and Lebanon Hospital ; Consulting 

Dermatologist to Beth-Israel Hospital and Washington 

Heights Hospital 

New York 

Dermal phenomena as the result of the action of drugs either 
directly upon the skin from the outside or indirectly after the admin- 
istration of medicines internally occur with sufficient frequency to 
render their study a matter of some interest and importance. And 
since they usually occur in individuals under medical treatment and 
observation, and often very closely resemble eruptions due to other 
Causes, they are very liable to be the occasion of diagnostic error. 
Some drug eruptions closely resemble the exanthemata, scarlatina, 
measles and variola; others again look very like certain forms of 
syphilis, tuberculosis, and other chronic infections of the skin ; whilst 
others again show a striking resemblance to other dermatoses of 
entirely different origin. Their differential diagnosis is therefore 
often a matter of the greatest importance ; and a brief consideration 
of the distinctive featuies of their commoner manifestations may be 
of interest. 

The first point that I would note is the fact that, in the present 
state of our knowledge of the subject it is not possible to make any 
satisfactory classification of these eruptions. An essential feature 
of most of them is polymorphism; the same causative agent may 
cause lesions in different cases, or even in the same case, that vary 
very greatly in appearance, distribution, and course. There are ex- 
ceptions to this rule, of course: some medicinal agents, externally or 
internally applied, occasion distinctive dermal manifestations in most 
cases which render theii recognition easy. The black point tipped 
lesions of a tar acne, the scarlatina-like eruption from belladonna, the 
morbilliform exanthem from copaiba, are fairly constant phenomena ; 
yet they may vary greatly even in these cases from these established 
types. To give only a single example, the copaiba eruption, usually 
erythematous and papular, may be urticarial, vesicular, bullous, or 
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even petechial. An etiolc^ical classification of these dermatoses is 
therefore impossible. A pathologico-anatornical classification is of 
course equally out of the question. 

The only practical division of the subject is one based upon the 
mode in which the causative agent gains access to the tissues in order 
to exert its noxious influence upon them. Leaving out of account, 
of course, agents such as the mineral acids and the alkalies, etc., 
whose eflfect when applied to the integument may be regarded as 
mechanical rather than medicinal, we can group in one class all 
those agents which, when applied to the skin, regularly or occasion- 
ally cause a definite reaction in the skin beyond the area to which 
they are applied, or even over the entire integument. Since these 
reactions are usually inflammatory in nature, the term Dermatitis 
venenata may be employed to designate them. The term is usually, 
I am aware, restricted in its application to the reaction occasioned 
in the skin by the local influence of the poison ivy and the poison 
oak; but it may well be extended to include the very similar phe- 
nomena that occur after the local application of other medicinal 
applications. 

In another class we may include all the other eruptions which 
occur after the employment of medicinal agents that have been 
taken into the body and incorporated with the tissues; and this no 
matter whether the agent has been taken in by the mouth, or by the 
rectum, or injected into Ihe deeper tissues, or inhaled into the lungs, 
etc. Whether the drug exerts its influence during its passage 
through the excretory organs of the skin, or by its effect on the 
central nervous system or the dermal nervous supply, or by some 
other and less obvious method, is immaterial ; the essential point 
being that it is manifested only after the irritant has reached the 
circulation and has been distributed through the body tissues. The 
action of the agent is obviously entirely different from that of the 
drugs in the first class ; and we may designate these eruptions, which 
are also largely inflammatory in their nature, as Dermatitis 
medicamentosa. 

A review of the extensive literature of drug eruptions, and a 
reference to the numerous ca.ses that I found among my records, 
makes it very evident that anything like a complete account of the 
subject is entirely impossible within the limits of a paper such as 
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Fig. 5. Tuberous Bromide Eruption (followed three two-grain doses 
of Sodium Bromide) 
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this. A mere list oi the various remedial agents which, applied 
externally or administered internally, have occasioned the appear- 
ance of more or less extensive dermal phenomena, is a formidable 
one. To mention only some of them, dermatitis venenata has been 
noted from the application of staphisagria, turpentine, tar, croton 
oil, oil of cade, chrysaiobin, pyrogallol, salicylic acid, carbolic acid, 
iodoform, hyoscyamiis, mercury, digitalis, chloral, cantharides, 
belladonna, balsam of Peru, arsenic, arnica, antimony, sulphur, and 
lead, as well as from contact of the skin with the active principle of 
the poison ivy and the poison oak. Dermatitis medicamentosa 
rejoices in an equally long list. Eruptions of various kinds have 
been noted after the administration of digitalis, turpentine, 
stramonium, santonin, ergot, hyoscyamus, phosphorus, lead, cod- 
liver oil, chloral, cannabis indica, calcium sulphide, acetanilid, anti- 
pyrin, antimony, tannic acid, aconite, salicylic acid, nitric acid, car- 
bolic acid, nitric acid, benzoic acid, and morphia, as well as the better 
known dermal reactions that are liable to follow the internal admin- 
istration of quinine, copaiba, arsenic, bromine, belladonna, silver 
nitrate, mercury and iodine. If it were possible to systematize these 
phenomena and to reduce them to definite and readily recognizable 
types, it might be possible to attempt some complete account of them. 
But since a single drug may cause various forms of skin eruption, 
and very different agents may cause dermal lesions that are similar, 
a complete account of these manifestations would lead us far beyond 
the limits of the present article. I shall note here only those general 
characteristics which would lead us to suspect drug intoxication as 
the cause of a local or general efflorescence. 

I. Polymorphism. This is a very essential feature of drug 
exanthems ; so much so that whilst on the one hand it in many cases 
prevents the easy differentiation of the eruptions, its very presence 
is an essential factor in forming the diagnosis. Skin lesions of the 
most varied kinds and extent may occur from the toxic influence of 
drugs. It is true that certain types of eruptions are commonest. A 
general urticaria, or a papulo-vesicular eczeina are the commonest 
of these dermal reactions. But ve.sicu!ar or bullous eruptions, pus- 
tules, furuncles, hemorrhages, ulcerations, and even gangrene may 
occur ; and mixed eruptions, showing two or more of these types are 
also seen. It is true also that with certain drugs a specific and 
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characteristic type of skin lesion occurs with sufficient constancy to 
render it easy of recognition. Thus iodine regularly occasions an 
acne of the face and trunk, bromine a tuberous exanthem on the 
legs, copaiba an acute general vesicular eruption, etc. Even with 
these drugs, however, eruptions of other types may occur ; and in 
the general run of drug eruptions polymorphism is the rule. In 
fact the occurrence of any eruption of anomalous type, or any exan- 
them in which the lesions are mixed and indefinite, should lead us 
to at all events consider the possibility of the presence of a drug 
eruption. 

2. Rapidity of development. In some forms of drug eruption 
long-continued action of the noxious agent is necessary to occasion 
the appearance of the lesions, which are apparently due to accum- 
ulative action of the drug: in others, however, the lesions appear so 
quickly after the administration of the medicament that the rela- 
tionship between the two is evident. This is especially true of the 
urticarial and acute vehicular types of drug exanthemata. The gen- 
eral urticarias that may follow in an hour or two the administra- 
tion of a dose of quinine or antipyrin, the acne pustules that appear 
after a single day's iodine administration, etc., are examples of this 
rapid action. In many cases, however, this diagnostic feature is 
not available; but where it does occur it is of the greatest value in 
helping us to determine the cause of the eruption. 

3. Etiology. This is naturally a most important factor in mak- 
ing the diagnosis of a drug eruption ; and equally naturally it is one 
that may readily lead n? astray. A patient undergoing medication 
or subjected to the influence of some chemical agent develops an 
eruption ; the sequence of cause and effect is so evident that it seems 
absolutely demonstrative. And herein lies the pitfall that not infre- 
quently leads to error to be avoided by a careful consideration of 
all the other factors in the case. Certain drugs are especially prone 
to cause dermal reactions ; such arc antipyrin, silver nitrate, arsenic, 
belladonna, bromine, iodine, chloral, quinine, copaiba, internally, and 
carbolic acid, iodoform, chrysarobin, pyrogallol, arnica, balsam of 
Peru, belladonna, cantharides, mercury, etc., on external application. 
In some of these the resultant .skin lesion is perfectly characteristic; 
as for instance the dark diffuse staining of argyria, the keratosis of 
arsenic, the acne from iodine, the tuberous exanthem of bromine in 
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the first, and the folliculitis of mercury, the erythema of chrysarobin 
and the dermatitis from carbolic acid in the second class. Other 
drugs, on the contrary^ occasion eruptions that are not character- 
istic; as the urticarial exanthem from antipyrin or chloral, or the 
lesions occasioned by arnica or balsam of Peru. A characteristic 
eruption following medication is decisive; a non-characteristic one 
is only presumptive evidence of the etiology. The test of experi- 
ment can often be employed ; but it does not always help us, I have 
seen a characteristic and undoubted bromoderma tuberosum follow- 
ing the medicinal emp'cyment of the drug, and yet the subsequent 
administration of the remedy was not followed by recrudescence of 
the skin lesions. 

4. Idiosyncrasy. This is a marked factor in all the drug erup- 
tions ; and with the more commonly used remedies the patient not 
infrequently learns the fact of his susceptibility himself, and informs 
the physician of it. I have learned by experience to lay considerable 
stress on patients' statements in this respect ; they are often based on 
repeated experiences. Some patients cannot take quinine or chloral 
without an urticaria; and I recently saw a case in which mercury 
in any form at all, and in any method of administration or dosage, 
occasioned a violent hemorrhagic exanthem. And this leads us 
directly to the second point under this heading. Given the 
idiosycrasy to a drug, it may be possible for almost incredibly mi- 
nute doses to occasion the dermal reaction, I have seen two 2-grain 
doses of potassium bromide cause a typical bromoderma tuberosum 
in an infant, and 3 grains of iodide of potassium occasion a marked 
acne in an adult. The amount of the medication therefore plays 
but a very- small part in determining the appearance of the eruption. 

5. Location, extent, course, and duration. These phenomena 
may be of some help in the diagnosis in certain cases. Thus erup- 
tions due to external medication are sometimes confined to the area 
that has been subjected to the drug influence, and are almost always 
most marked there. Some due to internal drug administration affect 
especially certain locations ; thus the argyria form is most marked on 
the face and hands, the parts exposed to the light; the acne from 
iodine appears chiefly on the face and back, where the sebaceous 
glands are best developed; the copaiba erythema is most marked 
upon the abdomen and back, etc. The dermatoses due to the 
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external application o£ drugs are usually localized ; those from inter- 
nal .administration are usually generalized. The erythematous, 
urticarial and vesicular lesions of the eruption from quinine, chloral, 
copaiba, etc., are usually acute and fugacious; whilst the tuberous 
lesions from bromine, the keratosis from arsenic, and ai^ria, etc., 
are notable recalcitrant and perhaps permanent dermal lesions. 

6. Morphology. In view of what I have said of the poly- 
morphism as a characteristic feature of drug eruptions, it is evident 
that their external characteristics alone are of minor value in the 
diagnosis of these eruptions. Nevertheless, with certain drugs there 
are certain prevailing types of eruption which help us ; and I shall 
close this short consideration of an extensive subject with a list of 
the more commonly used drugs that occasion dermatoses, and their 
usual manifestation on the integument. 

a. Boric acid. Externally, general erythema. 

b. Carbolic acid. Externally, dermatitis of varying intensity, 
even goii^ on to gangrene. 

c. Chrysarobin. Externally, hyperemia, erythema, papular, 
pustular, furunculoid. or erysipelatous dermatitis. 

d. Pyragallot. Externally, dermatitis of varying severity, even 
to ulceration and sloughing. 

e. Salicylic acid and the salicylates. Externally, vesicular 
eczematous eruption. Ijitenlally, general erythema, urticarial, 
papular and even petechia] eruption. 

/. Bromine and the bromides. Internally, acne most com- 
monly. Less frequently, a tubercular eruption on the extremities. 
Rarely an urticarial, eiythematous, or furuncular general eruption. 

g. Iodine and the todides. Externally, dermatitis of varying 
grade. Internally, acne commonest ; tubercular eruption, usually on 
the extremities, rarer. Occasionally an erythematous, papular, urti- 
carial, vesiculo-bullous or even gangrenous exanthem. 

h. Sulphur. Externally, a general papular or scarlatiniform 
eruption; eczematous inflammation. 

i. Tar and its compounds. Externally, an erythematous, pap- 
ular or vesiculo-pustular eruption ; acne. 

k. Morphia and its compounds. Internally, general pruritus, 
general Erythema, an urticarial or papulo-vesiciilar eruption. 

/. Iodoform. Externally, acute dermatitis of varying degrees 
of severity. 

m. Mercury and its compounds. Externally, dermatitis, and 
especially a suppurative folliculitis of the hairy parts ; a general 
eruption of scarlatiniform type, or even petechial or gangrenous le- 
sions. Internally, may cause the same lesions. 
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«. Copaiba. Internally, a papulo-vesicular general eruption, 
often resembling GenriLn measles. 

0. Cinchona and tts alkaloids. Internally, a general urticarial, 
erythematous, papulo-vesicular, bullous, or petechial efflorescence. 
Sea rlatini form rash. 

p. Chloral. Internally, a general erythematous, papulo-vesic- 
ular or petechial rash. 

q^ Belladonna and its derivatives. Externally and internally, 
fugacious scarlatinifom rash ; a papulo-vesicular eruption more 
rarely, 

f. Balsam of Peru, Externally, an eczematous eruption or 
dermatitis. 

s. Arsenic. Externally, intense eczematous inflammation,, end- 
ing even to gangrene. Internally, an erythematous, papular, urti- 
carial, pustular, or ulcerative eruption ; brown pigmentation in spots ; 
localized keratosis ; carcinoma, 

t. Nitrate of silver. Internally, diffuse grayish to steel black 
pigmentation, especially on exposed parts. 

II. Antipyrin and its congeners. A general fugacious, urti- 
carial eruption. 



INDICANURIA: ITS DIAGNOSTIC VALUE 
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Indoxyl potassium sulphate, or Indican, has been known to exist 
in the urine since 1840, yet it is only in recent years that its true 
value as a diagnostic and prognostic factor has been recognized and 
correctly interpreted. At one time indican was considered a normal 
constituent of the urine. This, however, was an error in judgment, 
for a product of putrefaction can never be regarded from a physi- 
ological standpoint as giving evidence of the normal state of the ani- 
mal economy, therefore its presence in the m"ine is always positive 
evidence of an abnormal or pathological condition. Hence, it is ab- 
solutely unscientific to speak of indican as a normal constituent of 
the urine. It is a substance that indicates positively that there is a 
putrefactive fermentation of the proteid constituents either in the 
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intrinsic structures of the body or in their passage through the ali- 
mentary canal. As a putrefactive fermentation of the proteid con- 
stituents is so extremely infrequent in the intrinsic structures,' and 
so very common in the intestinal canal, it may be regarded as being 
confined to the contents of the alimentary tract. Therefore, indican 
in the urine denotes, practically speaking, always, an abnormal trans- 
mutation of the proteid constituents of the food elements, brought 
about, in large measure, by the action of the Bacillus colt communis 
in the intestinal tract when the bacilli are not inhibited by the action 
of the digestive secretions and their constituent ferments. Conse- 
quently, indican is an indication of two important facts— directly, 
putrefactive fermentation, and secondarily, defective digestive secre- 
tions and loss of inhibitory power over the colon bacilli. The latter, 
or the defect in secretions, is the more important as regards thera- 
peutic management, but as the purpose of this paper is its diagnostic 
and prognostic importance only, this will not be further considered. 

If we study the results of the indican test, closely, as it is used by 
the author, in connection with the clinical phenomena presented, we 
find that it enables us to diagnose a number of important conditions 
connected with digestion, the action of the liver, and metabolism. 
This is especially true if the test is used in connection with the in- 
dican color scale first published by the author in the Posl-Graduate 
(October, 1907). If this test is applied and the resulting reaction or 
deposited chloroform is white and not colored, we are assured that 
the alimentary tract and the system at large is free from putrefactive 
fermentation. We also know that the digestive secretions are prac- 
tically normal and are perfectly inhibiting the destructive action of 
all forms of putrefactive bacteria. 

When the indican test results in a deep clear blue it indicates 
a moderately simple form of putrefactive fermentation, one in which 
there are comparatively few by- or toxic products formed; one in 
which the digestive secretions have lost in part only their inhibitory 
power over the bacteria of putrefaction. 

On the other hand, when the result is a dirty, muddy blue it 
indicates a putrefactive change in which innumerable by- and toxic 
products are produced, to wit, toxins which may be toxalbins or sub- 
rsbiirg Med. Woch., 1894. Nos, 28. 29, pp. 255- 
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stances due to imperfect oxidation reduction of the proteid elements. 
Under these circumstances the digestive secretions are exceedingly 
poor and have to a large degree lost their inhibitory power over the 
bacteria of putrefaction. When this is the case, there is usually a 
highly toxic condition of the system and a more or less profound 
disturbance in metabolism, one which if allowed to go on will in the 
near future result in profound changes in some organ of the body. 

When the result of the indican test is of a decidedly bluish-black 
or almost black color, we have a very intense type of putrefactive 
fermentation, associated with the production of a large number of 
highly toxic substances which, when introduced into the circulation, 
give rise to one of the most severe forms of toxemia that the prac- 
titioner is called upon to treat. 

If the indican test results in a reddish shading of the blue or a 
reddish-green coloration to the deposited chloroform, it indicates an 
obstruction to a free flow of bile through the common duct. In my 
experience, this type of reaction is always indicative of biliary ob- 
struction in the entero-portal side of the liver, and in which there is 
comparatively little change, within the liver or in the liver-cells. 
These cases bear surgical interference well. 

On the other hand, if the indican test results in a greenish ting- 
ing of the blue, or there is a mild or distinctly green coloring of the 
deposited chloroform, it always indicates an obstruction to the in- 
ternal or intrahepatic end of the bile ducts — a condition in which 
the hepatic cells are unduly granular, swollen, sluggish, and inactive,, 
so much so that they do in many instances absolutely occlude the 
internal ends of the bile ducts, producing the condition first described 
by the author trader the term intralobular compression or occlusion 
jaundice.' Under these circumstances, owing to the occluded internal 
ends of the bile ducts, the bile salts and pigments produced by oxida- 
tion of the proteid molecule in the hepatic cells, and which cannot 
escape by the biliary passages, pass back into the lymph spaces on the 
other side of the hepatic cells, ultimately gaining access to the blood 
and to the system at large — a part escaping into tlie urine, while some 
of the pigments are deposited in the tissues, showing in the mild cases 
as a yellow tinge in the white of the eye only ; when more profound, . 
'American Medico Surgical Bulletin, December, 1894, pp- 1417-1425. also 
1434. 



,y Google 



176 The Archives of Diagnosis 

the yellow being easily seen in all the tissues. This class bears surgi- 
cal interference poorly, and the author has often seen patients of this 
class die, shortly after operation, much to the surprise of the surgeon. 
This point of differentiation is not made, .so far as is known to the 
author, in works of surgery. 

When a patient is taking iodide of potassium, the indican test 
gives a peculiar red residue. With varying conditions of indicanuria, 
and the use of the Iodides, the reaction will be reddish-blue or pink. 

The degree and intensity of these various reactions enable the 
physician to determine with accuracy the various forms of digestive 
and hepatic disturbance. By these reactions the examiner can ascer- 
tain the extent of the various types and forms of metabolic dis- 
turbance, which, if allowed to continue uncorrected, will grow pro- 
gressively worse, and finally lead to absolute and easily recognizable 
pathological lesions of the heart, lungs, liver, kidneys, or nervous 
mechanism, depending upon which organ is the most vulnerable. By 
a rise or fall in the intensity of the color reaction, the progress of 
the case can be positively determined and prognosis rendered with 
marked accuracy. Thus we find, that by an intelligent interpretation 
of the various indican reactions we have a very accurate guide both 
as regards diagnosis and prognosis. 



THE VALUE OF SPINAL PUNCTURE IN DIAGNOSIS 
By M. H. FUSSELL 

Asst. Prof, of Medicine, University of Pennsylvania; Chainnar, Section 
on Pharmacology and Therapeutics, American Medical Association 

Philadelphia 

The general practitioner is too apt to leave the finer methods of 
diagnosis to the consultant. 

Few of us think of making a blood count, a Widal reaction, a 

sputum examination or an examination of a culture from the throat. 

Still less do we think of spinal puncture as anything else than a 

■ rather formidable procedure to be undertaken only as a last resource, 

and with the advice, of a consultant. 

I hope to be able to show that, while spinal puncture is of course 



,y Google 



Fussell: Value of Spinal Puncture in Diagnosis 177 

not to be practised without thought, it is a method well within the 
province of the man doing general practice. 

To be of value, the physician practicing this diagnostic help 
must first know how to perform the slight operation and then to 
properly examine the fluid obtained. The latter presupposes the pos- 
session of a microscope and knowledge sufficient to use it. This 
knowledge is common to all recent graduates and can be obtained 
by all of us by the perseverance in a little hard study. This much 
we owe to our patients. 

Technic of the Operation. — The only instrument necessary 
is a sharp hollow needle, three or four inches long and a little smaller 
than an ordinary match stick, with an obtinating wire. The opera- 
tion should be performed under strict asepsis. 

The needle is boiled. The lumbar and sacral region of the 
patient's back are scrubbed with soap and water, washed with bi- 
chloride solution and finally with alcohol. The operator's hands 
should be scrubbed and thoroughly soaked in bichloride solution and 
then in alcohol. These preparations being completed, the patient is 
laid on either side, the spinal column being bowed forward as much 
as possible. The point of puncture is close to the line of the spinous 
processes and between the second and third or third and" fourth lum- 
bar vertebrae. The needle is held directly perpendicular to the spinal 
column, and is plunged through the skin with a quick motion. The 
point of the needle is then directed slightly upward and toward the 
median line. If the aperture between the bodies is reached at 
once the needle is felt to slip into the spinal canal and the fluid at 
once begins to flow. If the needle impinges against the body of the 
vertebrx it is pushed gently in all directions until the aperture is 
found. If there is much bleeding and the fluid does not flow, the 
wire which has been boiled with the needle should be pushed into 
the calibre and a possible blood clot displaced. The operation is but 
slightly painful. It should be performed in all cases where the symp- 
toms and physical signs point to a probable meningitis. If so per- 
formed and the fluid properly examined the operation will fre- 
quently clear up a diagnosis and point to a proper treatement ; it will 
take but a short time. I have frequently performed the operation, 
found a normal spinal fluid, and the patient recovered none the worse 
for the procedure. 
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The following abstract of cases will serve to make my points 
clear. 

Case I. — John A., aged four years, was admitted to St. Tim- 
othy's Hospital suffering from what was supposed to be typhoid 
fever. The child, however, had been taken suddenly ill with high 
fever and rather marked unconsciousness. On admission he had a 
temperature of 103° F., was unconscious, and had a stiff neck, a 
well-marked Kemtg sign and a tache. Spinal puncture was made, a 
very slightly turbid fluid was removed. This was centrifugated and 
diplococci lying outside of the cells were demonstrated. Careful 
examination of the lungs showed small areas of consolidation. The 
child died and areas of consolidated lung were found, together with 
an intense cerebro-spinal meningitis. Pneumococci were demon- 
strated in both the meninges and the lungs. 

Case II. — A boy, aged seven, was taken suddenly ill with fever 
and delirium while away at boarding school. On admission to St. 
Timothy's Hospital he was found to have the physical signs of men- 
ingitis with fever and delirium. A puncture was at once made. The 
fluid was opalescent, and on being centrifugated for a few minutes a 
large precipitate was found. Under a one-twelfth oil immersion this 
precipitate was found to be composed largely of polymorphonuclear 
leucocytes, and to contain from one to six diplococci in many of the 
cells. The case was clearly one of the epidemic form of meningitis 
and was isolated. Within a few days two other exactly similar cases 
were admitted and diagnosed in the same manner. 

Case III. (seen with Dr. Devitt). — C. R., aged five years, was 
suddenly seized with vomiting. There was no fever. The bowels 
were loose. He vomited for two days and nights. I saw him on the 
third day, when he was slightly dull, had a distinct tache, but no other 
signs of meningitis. Two days later, there was slight strabismus with 
a temperature of ioc° F. A spinal puncture showed a perfectly 
clear fluid. This was collected in sterile centrifuge tubes, and centri- 
fugated in those tubes at a high speed for twelve hours. There was 
a very slight sediment containing a few lymphocytes. It was stained 
for tubercle bacilli and after a few minutes beautifully stained tuber- 
cle bacilli were found lying in a perfectly clear field. I think that 
the direct collection of the spinal fluid into sterile tubes is of great 
value. Previously when centrifugating was practised for a number 
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of hours and the tubes had not been made sterile, there was so much 
growth of contaminating bacteria, that an accurate observation was 
difficult. 

Case IV. — Another case worth recording was that of a young 
woman, who was brought to St. Mary's Hospital with the history 
of a long siege of nursing, followed by headache for a day and sud- 
den delirium. When brought to the hospital she was restless, semi- 
conscious, had a tache, no fever, and appeared to be hysterical. In 
a day or two she developed a fever and a nondescript rash (this lat- 
ter proved to be due to atropine). A puncture was made; a clear, 
liquid free from germs 'of any kind was found. The case drifted 
into a demented condition. The puncture proved no meningitis. 

Case V. (seen with Dr. Eichman). — A boy, aged four years, had 
a suppurating middle ear and a severe nephritis following scarlet 
fever. He was seized in the middle of the night with severe con- 
vulsions and high fever. These attacks were taken to be due to the 
uremic poisoning. In hope of relieving the convulsions, which were 
uncontrollable, a spinal puncture was made. To our surprise a tur- 
bid flnid was withdrawn, which on being centrifugated showed many 
. polymorphonuclear cells, and very numerous cocci, some free, some 
within the cells. The convulsions and fever continued until death. 
To our 'surprise the child proved to have meningitis, which in all 
probability was the cause of the convulsions. 

These cases tend to demonstrate a few of the points of value of 
a spinal puncture. The first case might readily have been mistaken 
for epidemic cerebro-spinal meningitis. In fact it was a pneumococ- 
cus infection. The second, so far as symptoms proved, was similar 
to the first, but the puncture showed the presence of the epidemic 
disease. The procedure in the third case was of great value, because 
it made certain a diagnosis of tubercular meningitis in a doubtful 
case. The fourth case was uncertain from the beginning, and the 
puncture showed at least that the patient did not have meningitis, 
1 feel quite sure that no one .would have thought of meningitis in 
the last case without a puncture. As a matter of fact, the puncture 
was performed as a therapeutic measure, but proved of diagnostic 
value. These cases all go to show the great diagnostic value of the 
procedure. Two of them were done on the ordinary routine of 
private practice. 
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The vast importance, for manifest reasons, of early diagnosis in 
cases of general progressive paralysis, together with the difficulties 
that are often present in making a positive diagnosis, give a special 
interest to every detail that may in the least be of aid. A study of 
the investigations of the past few years shows that while much at- 
tention has been given to the entire subject the diagnosis of incipient 
. paresis remains to-day only too often an impossible task. It is in a 
sense remarkable that in spite of earnest and extensive investigation 
upon an abundant material by competent observers but very little 
has been established to aid us in early diagnosis. The literature bear- 
ing upon the pathological anatomy of the subject is indeed prolific, 
and in this branch of research a great deal has been brought out. 

The fact that characteristic conditions of vascular changes in 
.early paretic periods might be of service in diagnosis has led to a 
study of blood-pressure in cases of paresis. Walton used the Riva- 
Rocci instrument and his conclusions from an examination of 108 
male patients are that the average blood-pressure, taken as a whole, 
is high. This is due to prevalence of atheroma with its cardiac and 
renal complications. The average blood-pressure in general paresis 
without atheroma, cardiac or kidney affection is lower than in health, 
but the variations are so considerable as hardly to justify general 
and absolute conclusions. The test as one for differential diagnosis 
between paresis and other allied cerebral affections is not likely to 
become of value. It is, however, of interest that we are enabled to 
form an opinion of the condition of the circulatory system in cases 
of paresis. These observations are too few for generaliration with 
regard to the blood -pressure in varying emotional states. They tend 
to show that excited states in paresis may be accompanied by high or 
low blood-pressure ; mental depression is oftener attended by high 
rather than low pressure. While the average tension in exalted 
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states is somewhat lower than in the other affective periods of gen- 
eral paresis, it is not inconsistent with high pressure or with 
atheroma with its cardiac and renal accompaniments. 

PlaskuJn gives the results of his study of blood -pressure in a 
case of paresis with the interesting and most unusual phenomenon 
of 568 convulsive seizures in 22 days, 1 1 attacks having occurred in 
one day. Measurements of blood-pressure with the Riva-Rocci in- 
strument during one of the series of paroxysms showed increased 
tension rapidly rising during each seizure. 

Among the several studies and observations upon reflex 
phenomena in genera! paresis Gordon's researches are of seemingly 
practical interest. The presence of his so-called paradoxical reflex 
in early motor involvement is of probable value in the early diag- 
nosis of cord involvement. In a study of 60 cases of paresis he 
found the reflex present in 42 ; in 35 of these it appeared on both 
sides; in 7 on one side only. Together with increased patellar re- 
flexes Gordon's reflex was present in 39 ; in 3 it was found together 
with absent knee-jerk. This is noteworthy in that in previous studies 
the paradoxical reflex was invariably found to be associated with 
increased patellar reflexes. From Gordon's studies of the other re- 
flexes in this disease the conclusions are that the usual triad of 
reflex symptoms, viz., exaggerated knee-jerks, ankleclonus and Bab- 
inski's sign, common in hemiplegia and other organic lesions of the 
motor tract, are dissociated in general paresis. In a later discussion 
of this phenomenon, Gordon lays particular stress upon the manner 
in which his sign is elicited. This particular phenomenon is new and 
differs from the Westphal and Oppenheim reflexes. In early in- 
volvement of the motor path in paresis this reflex may be employed 
for diagnostic purposes. 

Piles describes a certain form of sensory disturbance as pathog- 
nomonic of early paresis. It consists of hypesthesia, sometimes anes- 
thesia of the entire body, except over a collarlike zone of variable 
location in different cases. This zone may be around the neck; it 
may have the form of a corset or girdle. Areas of sensory dis- 
turbance may also be found early in the disease on the posterior sur- 
faces of the lower extremities. In the latter areas a hyperalgesia is 
common. Tactile impressions may be more distinctly felt than normal 
in the posterior lumbar and thoracic regions. 

Laqtier in discussing the diagnosis of the various forms of 
, general paresis concludes that the recently established pathological 
findings of Nissl, Alzheimer and Binswanger are in accord with 
the newly recognized clinical varieties of general paresis. The tabetic, 
atheromatous and so-called stationary forms correspond clinically 
with post-mortem findings. The differential diagnosis based likewise 
on pathological investigation has become much more positive be- 
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tween general paresis and chronic alcoholism, diffused cerebral soft- 
ening, brain-syphilis and senile dementia. 

Spielmeyer, in speaking of the pathological data in general 
paresis complicated by tubercular affection of the brain, more par- 
ticularly the cerebral cortex, emphasizes the difficulties in differ- 
entiating the tubercular from the paretic changes. Characteristic 
of both conditions is a meningo-encephalitis, evidence of regressive 
and progressive processes in the same portion of the parenchyma 
and of progressive inflammatory symptoms of the vascular ap- 
paratus. In such cases the entire absence of or the presence in only 
slight degree of histological changes in the meninges of the affected 
part speak rather for paresis. If in addition there is found in the 
convolutions with unaffected meninges marked glia proliferation as 
well as vascular involvement the diagnosis of general paresis is 
warranted. 

In differentiating the classic picture of g.eneral paresis from an 
affection of the cerebrum presenting almost the same clinical features 
Behr says that the pseudo-paretic symptom complex may present the 
pupillary phenomena, convulsive seizures, progressive dementia, etc. 
These, however, are differentiated from true paresis by the longer 
duration of the symptoms, slower development of mental deteriora- 
tion and finally by the pathological findings. The latter consist of 
subcortical fibre degeneration, often involving limited areas, 
neuroglia proliferation and resulting localized atrophy of the con- 
volutions in the affected part. As etiological factor is given hyaline 
degeneration of the blood-vessel walls with resulting disturbance of 
nutrition. One must remember, however, that there are various 
forms of general paresis differing in their clinical manifestations 
in accord with pathological findings. Seppila and Riva have some 
years ago described a so-called senile form of true general paresis 
with distinct anatomical features. These show multiform true or 
dissecting aneurisms of the cerebral vessels, hyperplasia of the in- 
terstitial connective tissue and a diffuse atheroma of the vessel wall. 
The diagnosis is based upon atheromatous pulse, infrequency of 
apoplectiform seizures ; in the psychic sphere, absence of expansive 
delusions. 

The bacterial toxins as the cause of paresis while not altogether 
a recent contention have received some confirmation from Robertson's 
researches. He claims that the bacterial toxin enters the circulation 
by various channels. Invasion through the gastro-intestinal mucosa 
is frequent : the bacterium coli has been found. In sections made in 
a number of cases of paresis an organism very closely resembling the 
Klebs-Loeffler bacillus has been repeatedly found in the alimentary 
and respiratory tract and in a number of instances was present in 
the centra! nervous system. This investigator finds that a reduced 
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resistance of the mucous membrane due to syphilis, alcohol, etc., 
affords easier access to the toxic elements. The role of the syphilitic 
virus in the etiology of paresis is purely that of diminishing bodily 
resistance to bacteria! invasion. He maintains that a microorganism, 
which- he calls the bacillus paralyticus, is the direct cause of paresis. 
Verification of Robertson's findings is certainly necessary to estab- 
lish their value in the diagnosis of paresis. 

Geisler discusses the results of his study of the relation between 
trauma and the development of paresis. He concludes that trauma 
as the only etiological factor is most unlikely. 

Ndcke gives to hereditary predisposition first place among the 
etiological factors in paresis. In differential diagnosis this is a point 
of apparent importance. 

The presence of febrile movements in the paroxysmal form as- 
sociated with increase in the polynuclear elements in the blood and 
cerebro-spinal fluid in general paresis is the subject of a series of 
observations by Pappenheim. The importance of the finding of 
leucocytosis in the spinal fluid as a diagnostic factor in early paresis 
is further added to by the symptom-complex of febrile association 
shown by this author. Of still greater importance, however, ar^ 
his studies which lend strong corroborative testimony to the im- 
portance of the toxin element as one playing a decisive role in 
paresis. This author shows that there are cases with paroxysmal 
temperature ascent together with the increase in the polynucieac 
cells in the blood and cerebro-spinal fluid. These seizures are con- 
temporaneous with either paralytic attacks or convulsive outbreaks. 
He is of the opinion that the condition is due entirely to the specific 
toxin and refutes absolutely the theory that these febrile seizures 
are in any way dependent upon somatic changes quite independent of 
the cerebral affection. 

Fischer, in Pick's clinic, has given some valuable studies con- 
firming Kemmler's researches (1895) on the relation of rhythmic 
muscle tremor to the pulse frequency. It will be recalled that 
Keinmler demonstrated only crudely that the general fine tremor was 
synchronous with the pulse and varied with fluctuations of the latter. 
Fischer by means of a revolving drum and Marie recorder demon- 
strated positively what his predecessor in the work had originally 
developed. 

In line with the work of Pilcz upon the prognostic value of the 
Argyll-Robertson pupil in paresis, is the more recent observation of 
Weber, who found the characteristic pupil-phenomenon in certain 
cases of cerebral degeneration upon the organic basis of primary 
a rterio- sclerosis. In these cases the pupillary symptom-complex 
varies, being at times absent and again to be found in the same in- 
dividual. Pilcz agrees with Binswanger in regarding these cases as 
probably a secondary subcortical encephalitis. 
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The universal attempt made to aid womanhood sufl^ering from 
cancer of the uterus has brought forth very little that is new during 
the past year, 

A distinct advance has been made in Germany by publicity of the 
early symptoms and the urgent appeal to take Heed of them among 
the profession and the laity. 

According to Clark, 65 per cent, of all patients suffering with 
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cancer of the uterus are turned away as inoperable. There is a very 
small percentage of cases operated upon that is cured. There is no 
characteristic symptom of early cancer of the uterus. We must be 
on the lookout for deviation from nomial menstruation in a woman 
in the cancerous age. We should look at every ulcer of the cervix 
as suspicious of carcinoma. There is great need of the laity being 
impressed with the fact of the importance of early consultation with 
a medical man. 

The menopause should come about as a natural diminution with 
cessation or as an abrupt cessation, never with irregular floodings or 
leucorrheal discharge. Both of the latter conditions are evidence 
of a pathological state. Atypical discharges in the menopause are 
not harmless. The terminal symptoms, pain, profuse foul-smelling 
discharge, cachexia, excessive hemorrhage are of value from a prog- 
nostic standpoint, but not diagnostic. They usually indicate inoper- 
able carcinoma. 

Heredity is of no value as a diagnostic sign. Carcinoma is a 
disease of middle life; 90 per cent, occur between the fortieth and 
fiftieth year. After sixty the dangers are the same as in women 
under twenty-three. Childbirth is a causative factor. In Sampson's 
412 cases only 3 per cent, had not been pregnant. There is really no 
pathognomic sign. The suggestive signs which should lead to an 
exhaustive examination are as follows : 

1. Any deviation of the menstrual period in the way of an excess 
or an inter-menstrual discharge in women above thirty years of age. 
The most suspicious forms of bleeding are : 

a. A mere show after a slight exertion, defecation or coitus. 

b. Increasing length of period even only for one day more than 
is the patient's custom. 

2. Exacerbation in amount or change in character of the dis- 
charge in a woman who may have had a simple leucorrhea for 
months or years. A free aqueous, acrid or blood tint discharge is 
especially portentous. 

3. A leucorrhea! discharge in a woman who has never suffered 
from it before. 

4. Every atypical discharge in a woman after establishment of 
the menopause should elicit special care in examination. 

5. Pelvic pain of more than a few days' duration is reason for 
examination, although pain is very seldom an early symptom of 
cancer. 

The above symptoms do not point to a diagnosis, but to the 
need of a thorough examination upon which the diagnosis rests. 
Gross pathological appearances are sufficient for diagnosis. If in 
doubt, the microscope must be resorted to. As a rule erosion of 
the cervix is often a carcinoma. In suspected cases of cancer of 
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the fundus microscopical examination of the scrapings should be 
instituted. 

In the report of the Committee on the Cancer of the Uterus to 
the section of obstetrics and diseases of women, A. M. A., the fol- 
lowing statements are contained : 

In cancer of the cervix early diagnosis is possible. In over 
50 per cent, of operable cases, and a higher percentage of inoperable 
cases, there existed bleeding for six months without medical inter- 
ference. In six months the disease spreads very rapidly. From 
94 to 97 per cent, of patients apply for treatment when too late. An 
unaccountable bleeding or discharge should be followed by a physi- 
cal examination. 

Symptomatology of cancer of the uterine cervix : 

t. It is a disease of middle life occurring from the thirtieth to 
the fiftieth year. 

2. It occurs rarely in nullipara. 

3. There is no characteristic sign ; but bleeding or blood-stained 
discharge is usually but not always present. The bleeding may be : 

a. Slight, only a show at irregular intervals as on exertion, sex- 
ual intercourse, using a douche or straining at stool ; or it may be 
slight but constant, the patient's clothing being stained on taking 
them off at night. 

b. In other cases bleeding may be more profuse, simulating a 
prolonged or irregular menstruation, or a return of the menses after 
the menopause, 

c. In still other cases severe hemorrhage may occur, appearing 
either as a result of some unusual exertion, or during menstruation, 
or the cause may not be apparent. 

4. In a small percentage of the cases bleeding may be absent, 
but usually some other sign such as an unusual leucorrheal dis- 
charge calls attention to the growth. In a small percentage of the 
cases all symptoms referrible to the growth may be absent for a 
long time. 

5. Pain caused by the growth usually occurs later in the course 
of the disease and must be differentiated sharply from pain arising 
from pelvic trouble independent of the cancer, such as inflammatory 
conditions of the tubes, ovaries, etc. 

6. It is evident that all women suffering from uterine bleeding 
or other symptoms referrible to the uterus should be examined as 
soon as possible, and if the diagnosis is not clear, the uterus should 
be curetted, or a small piece of the cervix excised for competent 
microscopical examination. 

7. All symptomatic aberrations referrible to the generative or- 
gans of women about the menopause should be looked on as a possi- 
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ble beginning of malignant disease and an immediate examination 
shouM be urged. 

The course of the disease is rapid. It passes beyond the limits 
of the uterus proper (and hence becomes practically incapable of 
complete eradication) in a period which varies from thirty days to 
six months from the outset of the earliest symptoms. When it runs 
its course undisturbed patients rarely live more than three years. 
About three quarters of them die within two years ; about a third 
within one year after the first manifestations of the disease. 

Probably from 75 to 80 per cent, of these patients in this coun- 
try do not apply for treatment until the disease has progressed too 
far for anything but palliative measures. In only about 20 to 25 per 
cent, of the total cases of cancer of the cervix is a radical operation 
attempted. In the vast majority of these cases, a careful study of 
the gross specimen and microscopic sections from the outer margin 
will show that the surgeon has failed to remove all of the diseased 
tissues. The so-called rapid recurrences are really, therefore, con- 
tinued growths. In these cases medical attendants have made an 
effort to save the patient's life, but the disease has unfortunately 
progressed too far for that result to be possible. Unfortunately in 
only 3 to 6 per cent, of the total number of cases of cancer of the 
cervix is an operation instituted early enough for the surgeon to 
circumvent the disease. It is only in this class of cases that the dis- 
ease is completely eradicated. 

Authentic cases' of complete eradication of undoubted cancer of 
the cervix are so numerous as to leave no doubt that if the diseased 
tissues are completely excised and if the implantation of the cancer 
cells at the seat of operation is avoided, a permanent cure is not only 
possible but also probable. 

Cancer of the body of the uterus is much less frequent than 
cancer of the cervix, grows much more slowly, and remains re- 
stricted to the uterus for a long time. For these reasons the diag- 
nosis is usually made earlier in the course of the disease, and its 
operative treatment is attended with a lower primary mortality and 
a much higher percentage of cures. Cancer of the body of the 
uterus usually occurs at a more advanced age than cancer of the 
cervix, and is more frequent in women who have not carried children. 
Von Rosthorn is of the opinion that it may be the fault of the 
patients themselves that cancer in the early stages is not examined 
with necessary thoroughness, and that the minuter signs are not 
sufficiently noted and that surgical aid is sought too late. Irregular 
atypical discharges at the menopause must not be overlooked, and 
he believes that knowledge should be diffused broadcast on this 
subject. 

According to Noble, fibroid tumors of the uterus predispose 
to the development of cancer of the body of the uterus. 
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The family physician should take cognizance of the symptoms 
indicating cancer, is advocated by Werder. In Germany, he con- 
tinues, inoperable cases have been reduced from 80 per cent, to 50 
per cent, by missionary work of the physicians and by spreading 
knowledge among the laity. According to figures the disease is on 
the increase. Cancer of the uterus is the most frequent form of 
cancer. Leucorrheal discharges and some irregular slight bleeding 
from the vagina are usually the first evidences of the development 
of cancer of the uterus. 

Fetid offensive secretions and more or less intense pains are 
rarely found in the earlier stages of carcinoma, though characteristic 
of the later stages. Pain is absent as long as the cancer is confined 
to the uterus. When pain is present the cancer has already involved 
the extra-uterine structures by induration and infihration, causing 
pressure on the sacrosciatic nerves. Leucorrheal discharges and 
particularly irregular bleedings from the vagina, especially after 
exertion, or following coition or defecation, should always lead to a 
thorough examination for possible cancer. After the menopause 
the above symptoms almost invariably signify cancer. Some authori- 
ties advise routine examinations several times a year of all women 
near the menopause. The menopause is a physiological process and 
does not give rise to abnormal discharges ; profuse menstruation, 
fioodings, etc., should always arouse suspicion. The indurated cer- 
vix with marked ulceration and unhealthy appearance, which bleeds 
at the slightest touch, or the cauliflower excrescences which are so 
friable that they break down when but gently touched, should arouse 
the grave suspicion of carcinoma. If in doubt, curetting with a dull 
curette or finger nail should be performed, and if pieces of tissue 
come away, the presence of carcinoma is certain. This friability of 
tissues is characteristic of carcinoma, except in the rare instances of 
scirrhus. This friability of the tissues is the most characteristic sign 
of carcinoma. Thienhaits states that the greatest obstacles to early 
clinical diagnosis are encountered in those cases of carcinoma of the 
cervix uteri which originate from the epithelium of the mucous 
membrane above the external os, or from the epithelium of the 
deeper glands of the same region. In the examination of such cases 
one is apt to find that, while the external os may be of its natural 
size and appearance, immediately above it a crater-like cavity, lined 
with friable tissue, is encountered. In addition to this, hard nodules 
or infiltrations may be found on one or both sides of the uterus — 
the result of extension of the carcinoma into the broad ligament. 

No country or race is immune to cancer of the uterus, says 
Bovee, though Vineberg claims partial immunity among Jewish 
women. Bovee saw uterine cancer among negresses. The affection 
appears of microorganismic origin. It is local originally, but 80 per 
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cent, of the cases that come under the physician's care are not any 
longer localized. It spreads by the lymphatics and to the ligaments. 

Hemorrhage, pain and foul discharge point to cancer, but 
they are no absolute proof for its presence, says Montgomery. Can- 
cer of the vaginal portion, he maintains, is easily recognized. In 
involvement of the cervical canal there is an irregularly increased 
size of the cervix and a sensation of increased resistance affecting a 
part of this portion of the uterus. It may be necessary to excise a 
portion for microscopical examination. In cancer of the body of 
the uterus there is an infiltrated area giving a sensation of rigidity 
and resistance in the majority of instances, but it does not always 
increase the resistance of the organ, or a polypoid mass may form in 
the uterus. 

In a discussion on measures to be recommended to secure the 
earlier recognition of uterine cancer Spencer states that more women 
die of cancer of the uterus than of cancer of any other part of the 
body. The highest mortalities occur among women of from forty-five 
to fifty-five years of age. The reason is that patients come to the 
physicians too late. Cancer of the body of the uterus is less virulent 
than cancer of the cervix. As a rule early cases are curable. 
Glandular infection is very rare in early cases. The reasons for 
failure to recognize early carcinoma are the following: 

1. The patient's ignorance of the early symptoms of the disease. 

2. The physician's delay in examining a patient who has the 
early symptoms of the disease (abnormal hemorrhage and dis- 
charge ) . 

3. The patient's disinclination or refusal to submit to 
examination. 

4. The occasional difficulty in distinguishing between benign 
and malignant tumor especially in the body of the uterus. 

Patients are ignorant of the main features of the disease, viz., 
that it may occur in young women ; that the main symptoms are ab- 
normal hemorrhage and discharge; that it is not as a rule attended 
by pain in its early stages ; and that it is then curable by ooeration in- 
volving little risk to life. Patients regard hemorrhage and discharge 
at the menopause as of little consequence, when every such case 
requires immediate examination. Any hemorrhage from the uterus 
after the menopause is in the majority of cases due to cancer. 
Patients do not know that it is impossible to make a diagnosis of 
cancer without a vaginal examination. In some cases, especially in 
widows, the disease may exist for some time without giving rise to 
symptoms. Every suspicious case should be examined locally. The 
general public is to be informed of the early symptoms and advised 
to seek medical aid early. Friability of the growth, or ulcer, and 
bleeding on examination are the most important features. If neces- 
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sary a small piece of tissue is to be excised for microscopical exam- 
ination. The clinical features are to be taken into consideration with 
the microscopical findings, especially as the rare form of adenoma 
malignum of the cervix closely resembles the nonnal glands under 
the microscope. In case of cancer of the body of the uterus the 
cervix should be dilated that the finger may be introduced. Soft 
growths of whitish color, removed from the body of the uterus, are 
almost always cancerous, as are also friable growths in mass and an 
irregular ulcerated cavity. The curette may be used lightly. 

Strassmann, of Berlin, in the same discussion, stated that in- 
formation pertaining to the early symptoms of cancer of tlie uterus 
is being spread broadcast among the profession, the midwives and 
the laity in Germany, with excellent results. 

Ryall, another participant in the discussion, said that cancer may 
appear without any pain or impairment of health or may even reach 
the incurable stage without causing much discomfort. Cancer of 
the womb is generally associated with some discharge or bleeding. 
The discharge varies in character and may be thick, watery, blood 
stained or offensive. The bleeding may be small in quantity or ex- 
cessive, may occur at or between the monthly periods. Any bleed- 
ing, no matter how small, which occurs at an unusual time requires 
investigation. Women afflicted with serious symptoms think the lat- 
ter are due to change of life and of little importance. This delay is 
the cause of so many being incurable, 

Swaytie maintains that there is a vital necessity of exploring the 
uterus in all cases after pregnancy terminated by abortion or ordi- 
nary parturition which are followed by intractable hemorrhage. 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 
AFFECTIONS— DISORDERS OF GENERAL MET- 
ABOLISM—INFECTIOUS DISEASES 

Photographins Superficial Bacterial Colonies — De Jages, Zentralblatt fur 
Bakterio logic, igo8, No. i. 

The method is as follows : A piece of smooth, thin, well-gummed 
paper is pressed against agar or gelatine plates (10%) and drawn 
off like in hcctographing. After the paper has been dried, it is 
held over a flame like a cover glass, then sprinkled with a soUition 
of concentrated toluidinblue. By this method the colonies are stained 
dark blue, the paper light blue. A few minutes later the preparation 
is washed with water and again washed with boiling water. If the 
paper is to be used as a negative, it must be impregnated with oil, 
then covered with a thin layer of coUodium and the photograph 
paper. Mill. 

Contribution to the Knowledge of Blood Lipaoea — H. Pribrau, Zentral- 
blatt f. innere Med., 1908, No. 4. 

Lipase may be demonstrated in the serum of some febrile con- 
ditions. Of course, it is possible that the usual milk diet, which 
is pursued during such febrile states, is responsible for the produc- 
tion of fat-splitting ferment. It is not improbable that the ferments 
of the cirailating blood are dependent in a certain measure upon 
the character of the nourishment. Western. 

Volumetric Determination of Urinary Albumin by Acid Pbospho- 
Tungstic— I. TsucHiYA, Zentralblatt f. innere Med., 1908, No. 5. 

Author uses an alcoholic solution (acid phospho-tungstic 1.5, 
acid hydrochloric cone. 5.0, alcohol absol. 100 grams). The test 
may be made in the Esbach tube. The method gives more trust- 
worthy results than the Esbach reagent. Mill. 
Two Abnormal Findings in the Urine of Children— E. Stirnimanw, 
Corresp. Blatt f. Schweizer Aerzte, 1908, No. 2. 

First — Violet -colored urine in consequence of a thymol body 
contained in tincture of arnica. Indican test was negative. Sec- 
ond — Waxy casts and spiral leucocytes, no albumin, no sugar, but 
urobiline. Mill. 

The Influence of Albumin-Hetabollsm upon Acetonuria— F. Rosenthal, 
Zentralblatt t. innere Med., 1908, No. a 

The degree of an acetonuria when under a regimen rich in albu- 
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min and poor in carbohydrates depends apparently upon the ability 
of albumin to form carbohydrates. Mill. 

Preliminary Commonication Concmiing a Method of Senun-DiagnoBis 
in Syphilis— Klaussner, Wiener klin. Wochenschr., 1908, No. 7. 

By superficial scarification of the back the author obtains 4-5 cc. 
luetic blood, from which, after centrifugation, the serum is decanted, 
which is again submitted to centrifugation. When the serum is 
entirely clear, 0.2 cc. of it is mixed with 0.7 cc. distilled water and 
kept in tubes at room temperature. After from five to fifteen hours 
luetic sera contain in all cases a sediment two to four millimeters 
high, which is not found in non-syphilitic sera. After twenty-four 
hours only, the non-syphilitic sera show a small sediment, which may 
be readily distinguished from that of the syphilitic sera. As the sedi- 
ment dissolves in physiological salt solution and in concentrated 
acetic acid, it consists of coagulated globuline, which occurs more 
readily and in larger amount in luetic than in non-luetic serum. The 
same reaction was observed in croupous pneumonia with high fever, 
but not in typhoid fever. The reaction is possibly not characteristic 
alone for syphilis, but also for other pathological processes in which 
globuline is readily coagulated, or. in which antibodies are formed. 

Mill. 
Scnun-Diagnosis of Syphilis— 'Nobl and Ahzt, Wiener klin. Wochensclir., 
1908, No, 9. 

The lecithin method gives better results than the Klaussner 
method. Not rarely, however, the reaction is negative in the face 
of manifest syphilis, and it is positive when this is absent. Authors 
recommend the test for the recc^nition of syphilis in wet-nurses. 

Mill. 
The Value of the Complement-binding Reaction for the Diagnosis of 
Syphilis— R. MOlleb, Wiener klin. Wochenschr., 1908, No. 9. 

In spite of frequent abortions and the presence of syphilis in 
the husband, the serum of women may not give a positive syphilis 
reaction. On the other hand, the serum of the chUdren may give 
negative reaction when that of the mother has reacted positively. 

Richard. 
Hemolytic Icterus— Chauffard, La Semaine m^dicale, 1908, No. 5. 

The fundamental difference between hepatogenous and hemo- 
lytic icterus is that the latter is derived by hemolysis and not from 
retention of bile. Qinically, hemolytic icterus is characterized by 
absence of bile retention and its subsequent phenomena, and by the 
more or less pronounced splenic tumification. The congenital form 
admits of a better prognosis than the acquired form. There is no 
specific therapy. Mill. 
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The Cutaneous Tuberculin Teat (von Pirquet) in Infancjr — M. Feer, 

Munch, med. Wochenschr., 1908, No. i. 

The younger the child the more certain is the diagnosis of 
tuberculosis by the positive reaction of von Pirquet. In infancy the 
Pirquet test has advantages over the conjunctival test. The injec- 
tion consists of one gram tuberculin which is mixed with one gram 
carbohc acid (5%) and two grams physiol<^icaI salt solution. After 
from six to twenty hours, a papule is developed at the place of 
injection, which is a positive sign for the presence of tuberculosis. 
In case there is no reaction — that is. if no papule appears — tuber- 
culosis cannot be absolutely excluded. Mill. 
Cutaneous and Conjunctival Tuberculin ReactiouB— Morelli, Wiener klin. 

Wochenschr., 1908, No. 3. 

The diagnostic value of these reactions is small. It is true, the 
positive reaction points to the presence of tuberculosis with a great 
degree of certainty, but one can never determine if the reaction has 
been called forth by the diagnostic process or by any obsolete 
tubercular focus in the organism. The negative reaction points 
against tuberculosis in cases in which there is suspicion of its pres- 
ence, but this negative result is by no means conclusive. 

Western. 
Von Pirquet's Tuberculin Test in Adults— F. Junked, Munch, med. 

Wochenschr., 1908, No. 5. 

Von Pirquet's test applied in 10% solution will give positive 
results in adults. The characteristic signs of positive reaction are 
redness, demarcation, long persistence and infiltration. Mill. 

Is There Any Danger to the Eye from the Ophthalmo-Tuberculin Reac- 
tion?— De LopEB. Revue fran?. de med. et de chirurgie, 1908, No. 2. 
Diagnostic instillation of tuberculin into the conjunctival sac 
may cause severe conjunctivitis, especially in children. As a rule the 
conjunctivitis will disappear in a few days, in other cases the occur- 
rence of superficial ulcerations of the conjunctiva may be observed 
ten to twelve days after the specific reaction has subsided. In one 
case the author has seen immediately after the reaction a keratitis 
followed by an irido-cyclitis: in another case, that of a scrofulous 
child affected with old ulcerations of the cornea, he observed bilateral 
acute keratitis. Mill. 

Calmette's Ophthalmic Reaction to Tuberculin— F. Smithies and R. E. 
Walker, Jour. A. M. A., Jan. 25, 1908. 

The "ophthalmo-," or "oculo-," or the "ophthalmic," reaction to 
tuberculin described by Calmette, is based upon the observation that 
when one drop of a i per cent, glycerin-free solution of tuberculin. 
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in distilled water, is instilled into the conjunctival sacs of individuals 
clinically tuberculous, there occurs a more or less characteristic, local, 
inflammatory reaction. 

The authors conclude that the ophthalmic reaction, when prac- 
tised according to Calmette, is of undoubted service in the diagnosis 
of tuberculosis. In no case where the reaction could be tested 
clinically by the finding of tubercle bacilli did they fail to obtain 
decided ocular manifestations following the instillation of the tuber- 
culin. The reaction was not obtained by the authors in the case of 
126 individuals affected with diseases other than tuberculosis. It 
was not obtained in 74 apparently normal adults. Richard. 

Diagnotia of Tuberculosis by Inunction of Tuberculin— E. Mono, Munch. 
med. Wochenschr., 1908, No. 5. 

Inunction of an ointment consisting of equal parts of tuberculin 
and lanolin into the skin of the abdomen, without previous scarifica- 
tion, gives the same result as the ophthalmo-test, but is less harmful 
and should be preferred in scrofulous children. Mill, 

The Cutaneous Tuberculin Reaction — L. M. Wabfield, Jour. A. M. A., 

Feb, 29. 1908. 

The cutaneous tuberculin reaction of von Pirquet is a perfectly 
harmless procedure. All adults do not react to the same. It is 
of value in the so-called pretuberculous period. No reaction pre- 
cludes tuberculosis in an active form so far as we can be sure of 
the results of any one test. A positive reaction does not always 
mean active tuberculosis. Richard. 

On the Pftthological Metabolism of Gout— T. Bbucsch and A. Schitten- 

HELM, Zeitschr. f. d. ges. Physiol, u. Pathol, d. StofEwechsels, 1908, No. i. 
In gouty individuals there is an anomaly of the metabolism of 
the purin bodies in the interval between the attacks. The endo- 
genous uric acid in the blood is augmented, and ;n the urine it is 
diminished. Ectogenous uric acid metabolism is decreased and there 
occurs tardy uric acid excretion and relatively increased elimination 
of purin bases. These disturbances do not depend upon retention 
of uric acid on account of impaired renal activity, but are the conse- 
quence of an abnormal metabolism of purin substances. The assump- 
tion that the etiological factor of gout is a disturbance of the uric 
acid-forming ferment is entirely untenable. Again, there occurs 
neither disturbance of the glycocoU excretion, nor is there any evi- 
dence of an anomalous proteid metabolism. All other symptoms of 
gout also depend upon the impaired purin metabolism. Western. 

Local Arteriosclerosis — F, Fremont- Smith, Jour. A. M. A., March 7, 1908. 
Local manifestations of arteriosclerosis are quite independent of 
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general vessel degeneration, often wanting in subjective symptoms, 
usually free from arterial hypertonus. Arterial hypertonus exists 
in some instances independently of arteriosclerosis, and may or may 
not produce, or be associated with causes which produce cardiac 
vascular phenomena. Arteriosclerosis exists independently of arterial 
hypertonus as both a general and a local disease, and the absence 
of hypertension must not be regarded as security from dangers 
arising from arterial degeneration. Western. 

Myxedema with Atrophy and Hypertonia— W. Friedjunc, Jahrbuch fur 
Kinderheilk., 1908, p. no, etc. 

Baby of healthy parentage with all characteristics of myxedema, 
except the skin symptoms. As thyroid medication had good effect, 
the author concludes that the case was one of genuine myxedema. 

Mill. 
The Importance of the £arly Recognition and Treatment of Rachitis— 
T. S. SouTHwoRTH. Jour. A. M. A., Jan. 11, 1908. 

Confronted with a case of rachitis presenting but few of the 
classical symptoms, viz., large square head, narrow chest, marked 
rosary, pot belly, bowed legs, enlarged epiphyses, delayed dentition, 
head sweating, open fontanel and lumbar kyphosis, or with one 
which instead of having reached its full development is still incipient, 
the practitioner whose knowledge of rickets is derived from books 
only or from the advanced cases presented in clinics may either 
hesitate to pronounce the case as one of rachitis or be led by the 
prominence of some associated symptoms, such as obstinate consti- 
pation, chronic intestinal indigestion, convulsions or bronchitis, to 
overlook the underlying cause and so miss the opportunity of striking 
at the root of the real etiologic factor. It is a too common error 
to assume that because some of the usual symptoms are lacking the 
affection cannot be rachitis. The disease may manifest itself under 
many guises. The epiphyses at the wrist may be enlarged while 
the bones of the head are apparently normal. Again, the head may 
show varying degrees of enlargement and squareness due to over- 
growth of the frontal and parietal bosses with no recognizable 
involvement of the epiphyses. Enlargement of the costo-chondral 
junctions, commonly known as beading of the ribs or the rachitic 
rosary, is probably the most constant symptom of all, and even when 
not recognizable externally by palpation, may be present on the 
inner surface of the thorax. The real menace of rickets, both during 
infancy and more remotely in the later life of the individual, lies 
in its more subtle effects on the organism. In addition to convulsions 
and pneumonia, there are dangers from laryngismus stridulus and 
chronic intestinal indigestion, while the greater liability of the con- 
tracted chest to tuberculous disease in later life, and the danger to the 
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parturient mother and her infant from rachitic deformities of the 
pelvis, are matters of general observation. Western, 

Snbacnte Polymyotitia, with a Report of Tiaet Cases— B. T. Burley, 
Jour. A. M. A., Jan. 18, 1908. 

Many physicians have been slow to accept the fact that inflam- 
mation of muscles may occur diffusedly over the body and constitute 
a distinct disease, it being long held that muscle became inflamed 
only from local causes. The recent accumulation of cases in which 
general swelling and tenderness of the muscles was the prominent 
symptom leaves little room for doubt that they form types of a 
particular constitutional disease. For some years the severe form 
of the disease alone was recognized, but more recently attention was 
called to milder types, which heretofore have probably escaped notice 
by being designated as rheumatism, synovitis, etc. The onset of the 
disease is usually insidious and gradual. A general feeling of malaise 
and fatigue composes the typical early symptoms. Occasionally there 
are mild gastric symptoms with anorexia, nausea and headache. 
Soon the symptoms become more localized and there supervenes 
soreness in the muscles when the extremities are used. This sore- 
ness is often attended by cramps in the muscles. Objective symp- 
toms soon manifest themselves. The subcutaneous tissue becomes 
swollen not only over the most affected muscles, but in any part 
of the body where the skin is not tightly bound down. This ede- 
matous swelling may become very marked, even obliterating the 
natural contour of a limb. It is usually less toward the extremities 
of the limbs. Edema of the eyelids and face has occasionally been 
marked. This edema is apparently of inflammatory origin, for it 
does not pit on pressure and often shows a marked peculiar redness 
not unlike that seen in erysipelas. Palpation of the muscle Is diffi- 
cult when this edema is marked. The consistency of the muscles 
is either hard and distended, tough and inelastic, rarely soft and 
doughy. Different parts of a muscle may be of variable firmness. 
Infiltration and consequent shortening of the muscles bring about 
an approximation of the two ends after some time. In this manner 
movable parts like the extremities become drawn up at the joints 
and we get the characteristic attitude of flexed arms and legs in 
the later stages of the disease. Atrophy naturally follows the de- 
structive process in the muscle and is a prominent feature in chronic 
cases. Tenderness of the muscles to pressure is marked in the 
acute stage. Polyneuritis and myositis may occur together. The 
superficial reflexes are present unless interfered with by a marked 
edema. The deep reflexes vary with the severity and locality of 
the muscular involvement. Temperature and pulse are raised. The 
urine shows nothing characteristic. Blood changes do not occur 
as a rule. When the physician's attention has once been drawn 
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to this disease he will rarely fail to make the diagnosis. The differ- 
entiation from trichinosis and from polyneuritis presents the chief 
difficulties. Other affections that occasionally resemble this con- 
dition are phlebitis, periostitis and osteomyelitis, rheumatism and 
pyemic abscesses. Since we know the constitution of the blood in 
trichinosis, especially the eosinophilia, we have a very valuable aid 
to diagnosis. The accumulated evidence shows that in trichinosis 
there is constantly an increase of eosinophiles of from 10 to 50 per 
cent, with a corresponding decrease of the neutrophiles. Leuco- 
cytosis, too, is more common in trichinosis. As against a poly- 
neuritis, the facts pointing toward a polymyositis are: Tenderness 
over the affected muscles rather than along particular nerves. In- 
flammatory edema involving muscles and cutaneous tissues. Absence 
of anesthesia or paresthesia. Syphilitic myositis is a rare affection 
which may be mistaken for polymyositis. The more general the 
involvement of the muscles and cutaneous tissues, with a persistent 
elevation of temperature, the graver the prognosis. The most 
dangerous single symptom is involvement of the muscles of deglu- 
tition, whereby the saliva is not diverted from the respiratory tract 
and lung complications occur. Myocardial involvement adds greatly 
to the danger. Western. 

New Method for the Determination of Intestinal Bacteria with Especial 
Reference to Typhoid Bacilli— L. Hesse, Centralblatt f. Bakterio logic, 
1908, No. i. 

The determination is based on the systematic comminution of 
the feces by means of distilled water. A small particle of the feces 
is placed upon a glass dish and rubbed down with ten parts of dis- 
tilled water, a particle from this comminution is placed on another 
glass dish and again treated with ten parts of water. This process 
is continued until the eighth sample has been comminuted — that is, 
until the resulting preparation represents the looo.ooo.oooth part of 
the original feces particle. Typhoid and paratyphoid bacilli grow 
on the plates within twenty-four hours to colonies of 2 to 4 cm. 
diameter, which can be differentiated macroscopically from colon 
bacilli. MiLL. 

Heat-poisoning and Widal's Reaction— H. Liefmanx, Munch, med. 

Wochenschr., 1908, No. 4. 

In certain forms of meat-poisoning when the bact. enteriditis 
Gaertner is present, a positive Widal reaction may occur, and then 
such cases of poisoning may be taken erroneously for typhoid 
fever. Milu 

On Paratyphoid Meningitis in the NuTBling — ArzT and BdsE, Wiener 

klin. Wochenschr., 1908, No. 7. 
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Paratyphoid infection is not infrequent in the nursling. The 
affection originates probably in the intestines and leads to bacteremia, 
and will be rec»^nized much more frequently in the future when 
our diagnostic means have been perfected. Mill. 

Atypical Typhoid Fever— J. P. Bates, Jour. A. M. A., Feb. 22, 1908. 

Certain forms of continued fevers occur in the Southern States 
of the Union and in Panama, and no doubt in many other portions 
of the world, which are resistant to quinine; they are too long in 
their course to be malaria fever. They are too mild in their symp- 
toms and too short in their course to meet the clinical requtrem^its 
usually expected of typhoid fever. There is, first, a fever that con- 
tinues for about one week, irregular in its course, the temperature 
rising scarcely above 100 degrees F. It has no symptoms except 
some bronchitis and malaise. Second, a febrile state that continues 
from seven to ten days, with a temperature which may reach as 
high as 102 degrees F. or more. There may be few or no symptoms, 
but there is generally headache, bronchitis, some reddening and 
coating of the tongue. The patient is willing to keep his bed. The 
appetite remains good. Abdominal symptoms are absent. This 
second group of atj'pical typhoid is the most important. It occurs 
more frequently and causes the greatest difficulty in differentiating 
it from malaria fever. It is nearly always accompanied with bron- 
chitis. One lobe of the lung may be dull on percussion, and sup- 
pressed breathing may be noted on auscultation. The bronchitis ■ 
disappears early with free mucopurulent expectoration. Where 
malaria is not prevalent it is easy to mistake these cases for acute 
bronchitis or sporadic influenza. There is a third group of these 
atypical fevers in which the temperature, ranging from normal to 
100 degrees F. or a little above, continues for two weeks or more. 
In this class of fevers there occur all the usual symptoms of the 
typical typhoid fever: low muttering delirium, sometimes wild 
mania; a red, pointed tongue, tympanites, and retention of urine. 
After the close of defervescence there is nearly always a second 
rise of the temperature lasting a variable length of time and corre- 
sponding to the second rise or "febris carnis" in the more tjTJ'cal 
cases. These fevers have to be considered typhoid in nature because 
their numbers always increase as the number of typical typhoid 
fevers increase; because they occur in the same houses and same 
surroundings from which we meet or receive the typical cases. 
Furthermore, they frequently relapse, and the relapse may be, and 
often is, more severe than the initial attack; and they give about 
the same proportion of positive Widal reactions as the typical cases. 
Finally, two post-mortem examinations on this class of cases posi- 
tively proved their typhoid character — one died in relapse, one from 
perforation. Western. 
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The Value of Stained Smears in ^e I>iagBima of Diphtheria— E. Bur- 
viLL-HoLMES, N. Y. Med. Jour., March 21, 1908. 

The following conclusions are offered ; No pseudomembranous 
angina should be considered as one of diphtheria if, after careful 
and proper culturing and competent examination, the Klebs-Loeffler 
bacillus is absent. Cultures and smears should be made in every 
case irrespective of the appearance of the parts involved. Typical 
pictures of follicular amygdalitis frequently show large numbers 
of virulent bacilli. When in doubt, and until smear and culture 
can be examined, all cases should be treated as diphtheritic in origin. 
The grouping of the bacilli, rather than the morphology, is the 
more valuable aid in the identification of the bacillus in both smear 
and culture. For immediate diagnosis smears are of great value ; 
indeed, from the results obtained it would tend to show that on the 
whole they were as valuable. Richard. 

Anthrax Infection with Unusual Entrance— F. G. A. Mever, Deutsche 
med. Woehensehr., No. 3. 

Apparent diphtheritic patches upon the tongue proved to be of 
anthracic nature. Mill. 

Orthostatic Symptoms in Purpura of Children Affected with Hereditary 
Tuberculosis— A. Wolf, Archiv f. Kinderheilk,, 1908, No. 4. 

In five cases there were no symptoms of pronounced tubercu- 
losis, but of purpura. Three cases were affected with orthostatism — 
that is, a recurrence of hemorrhages after leaving bed. Purpura is 
not an idiopathic disease of homogenic etiology. It is produced by 
a relatively too high blood pressure, to which the blood vessels do 
not offer sufficient resistance. Purpura in hereditary tuberculosis 
bears an orthostatic character. Mill. 

Metastatic Affections of the Pancreas in Mumps— W. Edgecombe, The 
Practitioner, Feb., 190& 

The features common to five cases of the associated conditions 
were: Rapid subsidence of the parotid swelling, vomiting, pain and 
tenderness in the epigastrium, and constipation. Fever was present 
in all cases except one. In only two of the cases was a distinct swell- 
ing of the pancreas felt ; in the others distentitm of the abdtmien 
rendered palpation difficult. In all cases except one acetone and 
diacetic acid were found in the urine ; glycosuria was not observed. 
Slowing of the pulse was a marked feature in some of the cases, 
and it is interesting as suggesting that the slow pulse, commonly 
observed in jaundice, and usually attributed to the action of the 
bile salts, may in reality be due to a concomitant affection of the 
pancreas. Western. 
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Yawnins: Its Prognostic Significance— R. Geigel, Munchener med. Wo- 
chenschr,, Feb. 4, 1908. 

As soon as a sick individual yawns the crisis is past and he is 
on the road to recovery; a very sick individual does not yawn. 

ZiMMER. 

RESPIRATORY AND CIRCULATORY ORGANS 

Oiffcreniiai DUgnoais of the Stenosei of the Upper Air-PaMsgcB in 
Children— D. Galatti, Allg. Wiener med. Ztg., 1906, No. 4. 

Differential diagnosis of the stenosis of the upper air-pas- 
sages in children cannot be accomplished without knowledge of the 
etiology. Inflammations, functional disturbances, spasmus glottidis 
and similar processes may cause stenoses. Stenoses of upper air- 
passages in early life, which are not the consequence of the common 
etiological factors of larynx stenosis, are characterized by the sudden 
onset of the apnea and its short duration. Stenosis from polypi is a 
rare occurrence. Perichondritis, as a consequence of ulceration, 
granulations growing imder the influence of recurrent catarrh, sec- 
ondary syphilis, persistent swelling of the submucous tissue may also 
call forth stenosis. Immobility of the arytenoid cartilages is not rare 
after croup. Mill. 

DeviationB of Laryiut and Trachea, Elipecialljf the Oblique Position of- 
the Glottis in Pulmonary Tuberculosis — G. Baes, Deutsche med. Wo- 
cheoschr., 1908, No. 9. 

In pulmonary tuberculosis the oblique position of the glottis is 
a frequent occurrence; not so frequent are changes in the position 
of the trachea. Author assumes that the cause of these malpositions 
is the atrophy of lung and pleural tissue which results in dragging 
of the organs. Mill. 

Exudative Pleuris]' in Children— D. Lsokolow, Jahrb. f. Kinderheilk., 
1908. No. I. 

Author found by means of skiagraphy that the free exudate in 
the pleural sac collects at first in the lower lateral part; that the 
highest point of the fluid accumulation is not medial, as is generally 
opined, but lateral in the posterior axillar line, and that the exudate 
is not shifted according to the posture of the body. Mill. 

On the Symptomatology of Exudative Pleuritis— v. Schrotteii, Munch, 
med. Wochenschr., igo8, No. 4. 

History of two cases proving the mechanical influence of intra- 
thoracical processes upon position and form of the trachea. Bron- 
choscopic examination showed compression of one main bronchus on 
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the side of the pleuritic exudate, and dislocation of the carina of 
the trachea. Mill. 

Intercostal Abdominal Hernia — P. Alquier, Archives generales de chirur- 

gie. Jan. 25, igoft 

Intercostal abdominal hernia is a rare condition, and is always 
of traumatic origin. It occurs on the left side of the body at the 
level of the sixth, seventh, eighth, ninth and tenth iotercostal spaces. 
It is located at the anterior extremity of these spaces. As a rule it 
does not involve the pleural cul-de-sac, but at times it may develop 
through the pleural cul-de-sac. No sac is present in these hernias, 
The contents may be adherent to the deep layers of the skin. 

Cronson. 
Traumatic Pneumonia— J. J, King, Jour. A. M. A., March 21, 1908. 

Traumatic pneumonia is that form of pneumonia which follows 
direct or indirect injury to the lungs. The trauma is no more than 
a predisposing cause of pneumonia. The microorganism is the 
exciting cause, without which the disease will not develop. The 
affection is characterized by the usual signs of pneumonia. When 
foreign bodies have been aspirated there is generally a definite history 
of sudden onset, and usually there is an initial attack of coughing 
when the foreign body enters. Frequently there is hemorrhage or 
bloody sputum brought forth by the cough, which is more or less 
constant. There may be localized pain. Prostration is frequently 
marked in these cases, A clear history will aid greatly in the 
diagnosis. The prognosis is grave. The mortality of all cases of 
foreign bodies in the lungs or in the hronchi, when treated by the 
expectant plan, has been estimated at from 56 to 80 per cent. When 
tracheotomy is performed the death rate is lowered to about 30 per 
cent.; however, these figures are not accurate. Some of the fatal 
cases are not reported, while others, presumably cured, may later 
die of complications, as empyema, atelectasis or abscess of the lung. 

Western. 
Progress in the Diagnosis of Cardiac Affections— A. HorPMANN, Deutsche 

med. Wochenschr., Jan. 2, 1908. 

A retrospect of a number of diagnostic means advanced or im- 
proved during the last years. Continued observation of the heart 
sounds and murmurs by esophageal auscultation evidences that 
gallop rhythm is not as pM-tentous a phenomenon as generally be- 
lieved. Gallop rhythm, transient as well as permanent types, has 
been observed in an otherwise normal heart. Zimmer. 

Graphic Method for the Detection of Acoustic Phenomena of the Heart — 

E. Roos, Deutsehes Archiv f. klin. Med., 1908, Nos. 3 and 4. 

Author applied the Marbe method and found it very useful. 
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This method is based on the fact that the velocity of a gas, conducted 
through a Marey apparatus, changes with the vibration of the mem- 
brane, and that the contraction-curve of the passing and lighted gas 
can be noted on a rotating lamp-black strip. By this method it will 
be shown that the systole may shorten without accompanying change 
of the pulse frequency. Mill. 

How to EatimBte the Functional Power of the Heart— P. C. Franze, 
N. Y. Med, Jour., March 21, J908. 

Blood pressure. In absolute insufficiency of the heart blood 
pressure must fall. This is the rule, but not one without exception. 
Again, mere fall of blood pressure is no indication of cardiac weak- 
ness. High pressure is no sign of strong heart. The value of blood 
pressure is minimized as a means of judging the cardiac power. 
Graupner has developed a method of utilizing the alterations in blood 
pressure after specialized exercises in certain groups of muscles 
(extensors, flexors of the upper and lower extremities) as an aid 
to estimating the heart's power. Pulse. Frequency, rhythm and 
volume of the pulse are quite useless in themselves as criterions of 
the heart's strength, for they are subject to nervous influences. 
Respiration. Dyspnea in rest speaks for cardiac failure. Its absence, 
however, is no guarantee for a sound heart. Urine. Scanty urine, 
high specific gravity, and albuminuria are signs of a weak heart, if 
other sources are excluded. The absence of these symptoms is, 
however, no proof of a sound heart. Cyanosis. In a person with 
sound lungs cyanosis is a valuable aid in the diagnosis of a weak 
heart. Sij:e of heart. As a rule a heart of sufficient functional 
capacity is non-dilated, and begins to dilate when compensation be- 
gins to fail. The size of the cardiac diagram is to some degree a 
means of forming an opinion as to the functional activity of the 
organ. For this purpose the most exact measurements only can be 
relied upon. Such measurements can be made by skiagraphy (ortho- 
diagraphy) or by "teloroentgenography." Of all methods and signs, 
Graupner's method and those by X-rays are the most valuable in 
themselves according to the author. Even taking all symptoms and 
methods into account, there is no absolutely exact way to determine 
the functional power of the heart. Western. 

Dicrotic PuIh as s Diagnostic Sjnnptoin in Aorto-Mitral Insufficiency — 
L. F. Dmitmkiko, Zeitschr. f. klin. Med., 1908, No. 3. 

Author describes three cases of synchronous aortic and mitral 
insufficiency in which the pulse-curve, in spite of severe compensatory 
disturbance, did not show dicrotism. In a case of ulcerative endo- 
carditis with following insufficiency of the aorta, there was fever 
and failing compensation, but no dicrotism. The diagnostic value 
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of the dicrotic pulse is not definite as far as insufficiency of the aorta 
is concerned. Mill. 

Tachycardia of Tuberculous DiteaM — J. Louver, Gazette medicale d« 
Nantes, March 7. 1908. 

Tuberculous individuals may be subject to a type of tachycardia 
which bears no apparent relationship to the specific instance of the 
disease and which does not correspond to the_ temperature eleva- 
tion. This tachycardia may ensue in acute as well as chronic tuber- 
cular disease. It may make its appearance even before the usual 
clinical symptoms have manifested themselves. In other cases it 
does not supervene until very late in the disease. In many cases 
there is a normal or almost normal temperature, but the pulse is 
between 100 and no. An elevation of temperature to 100 or 102 
degrees F. brings the pulse to 130 and even 140. Although accel- 
erated, the pulse remains regular, as a rule; arrhythmia supervenes 
in exceptional cases in the beginning of the disease, but it occurs 
frequently in its advanced stages. Zimheb. 

Case of Congenital Cardiac Anomaly— L. Schabad, Arch, fur Kinderbeilk., 
1908, No. 5- 

Boy, nine years old, suffering from cyanosis and dyspnea. Per- 
cussion and X-ray examination show hypertrophy of the heart. 
Intense systolic pulmonary murmur. Absence of edema, good com- 
pensation, hyperglobiriia (7.500.000), high degree of herat^lobin 
(115%), justify the diagnosis of hereditary vitium cordis, especially 
pulmonary stenosis. There is probably a perforation of the 
ventricular septum. Mill. 

So-called Periarteriitis Nodosa— C. Benda, Berliner klin. Wochenschr., 
1908, No. 7. 

Periarteriitis nodosa, so-called, is in reality an affection char- 
acterized by acute, multiple aneurisms of the small arteries. We 
do not know whether the affection originates by inflammation or in 
a mechanical way. The disease, in its localized forms, is rare and 
remarkable. If the disease is of an inflammatory nature it should 
be known as mesarteriitis. Mill._ 

Diagnosis of Arterial Closure in Gangrene of the Foot— A. Moszkowicz, 
Mitteil. a. d. Grenzgebieten d. Med. u. Chir.. XVII, t and 3. 

There is divergence of opinion among surgeons as to the site 
for amputation in gangrene of the lower extremity. In order to 
determine the state of the blood vessels, it is advised that the affected 
leg be rendered bloodless by means of an Esmarch bandage, and that 
the latter be suddenly removed. In a heahhy leg sudden removal of 
the bandage is followed by an active red hyperemia extending to the 
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tips of the toes. If the vessels are diseased the hyperemia occurs 
more slowly and extends to the point where the vessels are in a 
healthy condition. Cronson. 

ALIMENTARY TRACT 

An As Yet Not Described Sign of Esophageel Stricture— P. M. Rev- 
IDTZSV, Semaine Medicale, Feb. 19, 1908. 

Swallowing of a mouthful of liquid calls forth two distinct 
sounds, which may be differentiated by auscultation ; the first sound 
is due to the muscles during the act of deglutition, the second sound, 
occurring about seven seconds later, originates from the propelling 
of the liquid into the stomach by the peristaltic activity of the lower 
portion of the esophagus. In esophageal stenosis some of the liquid 
accumulates above the seat of the stricture. If the individual makes 
a further attempt at deglutition — without swallowing anything, not 
even the secretion contained in the buccal cavity — some of the liquid 
detained by the stricture will be forced into the stomach, by which 
process the second sound will be again produced. This procedure 
may be repeated until all the liquid engaged in the esophagus has 
entered the stomach. This sign may point to stenosis of the esoph- 
agus before there is any other evidence of its presence. Western. 
Importance of Eapplugoscopy and Tracheoscopy in Diagnosis — 
E. ScHMiECELOw, Hospitalstidende, Jan. 8, 1908. 

The direct examination of esophagus and stomach by means of 
the esophagoscope proved of decided value in differentiation of 
cancer in the stomach or esophagus, spastic stricture, dilatation or 
diverticulum of the esophagus and foreign substances. In a case 
of tracheal stenosis due to pressure of a substernal goitre, the proper 
diagnosis could be made by tracheoscopy, which showed the neces- 
sity of removing the goitre. Tessen. 
Early Exploratory Laparotomy in Gastric Diseases of Doubtful Nature— 
W. L. Rodman, Jour. A. M. A„ Jan. 18, 1908. 

The appalling complications of hemorrhage, perforation, hour- 
glass contraction, disabling adhesions and malignant disease can only 
be prevented by earlier diagnosis of the conditions making them 
possible, and this cannot be done in the present state of our knowl- 
edge save by timely exploratory laparotomy. The danger of such 
an exploration, if done in time, is inconsequential and out of all 
proportion to the benefits derived therefrom. Western, 

On a Special Form of Dilatation and Displacement of the Stomach — 

T. S. Short, British Med. Jour., Jan. 18, 1908. 

The condition is associated with periodic attacks of very acute 
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pain, which is reheved if the patient can vomit, but is usually accom- 
panied by an inability to vomit. In the intervals between the painful 
attacks discomfort, especially flatulence, occurs, the latter making 
its presence known not only by distention, but also by audible 
rumblings. There is also a want of proper assimilation, as evidenced 
by loss of flesh, debility, and great depression of spirits. The 
■ condition present is dilatation, with displacement downwards of the 
stomach. The principal condition likely to cause difficulty in diag- 
nosis is ulcer, either of the stomach or duodenum. In gastric ulcer 
the pain is much more continuous, and although it may not be present 
all day, it is nearly always present several times each day. The pain 
follows the ingestion of food. Vomiting relieves the pain for a 
short time only, and not for several days, as may be the case in 
dilatation. The pain of ulcer is also not so acute, as a rule. In 
ulcer any tenderness present is generally localized ; in dilatation it 
is spread all over the stomach area. The recumbent posture relieves 
the pain in dilatation much more readily than that of ulcer. If the 
ulcer be on the posterior surface, the supine posture may even make 
the pain worse. Hematemesis or melena of course points to ulcer, 
but the difficulty in diagnosis generally arises in cases in which no 
bleeding has occurred. In duodenal ulcer the pain generally comes 
on some time after the food intake, and is more persistent. The 
position of the pain over the duodenum and the occurrence of melena 
materially assist the diagnosis, but in the absence of these symptoms 
differential diagnosis between duodenal ulcer and gastric dilatation 
may be very difficult. Perhaps the most difficult condition in diag- 
nosis is where an ulcer of long standing has been followed by 
fibrous growth in the scar and puckering with alteration in shape 
of the stomach. Should this occur near the pylorus, some obstruc- 
tion may result and dilatation may follow, or a shape resembling 
more or less hour-glass contraction may be present. Exploration 
seems to be the only method of diagnosing with certainty such a 
condition. Western. 

Early and Late Cases of Gastric Ulcer— W. F. Cheney, Jour. A. M. A., 
Feb. 8, 1908. 

Diagnosis of gastric ulcer ought to be made before the classical 
syndrome has supervened. Many cases of chronic dyspepsia char- 
acterized for weeks or months by flatulence, waterbrash, burning and 
distress after food, where the epigastrium shows tenderness and 
the test meal shows hyperacidity, may be gastric ulcer, even when 
the feces show, no occult blood. The diagnosis of this early stage 
of gastric ulcer must be inferred rather than demonstrated definitely. 
In the later stage, commonly described as gastric ulcer, the symp- 
toms are really due to complications rather than to the original 
disease ; to perigastric adhesions, to pyloric stenosis, to gastric dila- 
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tation and retention, to localized peritonitis, to the opening of a large 
blood vessel and to perforation of the stomach wall — complications 
the treatment of which belongs to the domain of the surgeon. 

Western. 

TJlcns Ventriculi and Gastric Carcinoma— W. A. Katz, Deutsch. med. 

Wochenschr., 1908, No. g. 

The value of the presence or absence of hydrochloric acid in 
the stomach for the differential diagnosis of gastric ulcer and car- 
cinoma is very limited. The author describes minutely a case of 
ulcer of the stomach, which had existed for a long time, and pre- 
sented all the classical symptoms of cancer : Lack of free hydrochloric 
acid, cachexia, the presence of lactic acid, hemorrhages, etc. 

Mill. 
Case of Pseudo -Tumor of the Stomach — E. Konried, Wiener klin. 

Wochenschr., igo8, No. 6. 

Adhesive cholecystitis and pericholecystitis with swelling of the 
left tobe of the liver and adhesion to the pylorus presented a tumi- 
fication which was taken for a gastric (pyloric) tumor. The stomach 
had assumed the hour-glass contraction. Mill. 

A New Test for the Differential Diagnosis of Appendicitis— I. C. Chase, 
Jour. A. M. A.. Feb. 22, 1908. 

The test is a rational method of applying abdominal palpation, 
resulting from the understanding of the cause of the pain produced 
in an inflamed appendix by abdominal compression. The "cecal 
distention test," as its author calls it, is thus executed; The patient 
is placed on a hard, low bed or table. The knees should be flexed 
and two pillows placed under the head and shoulders, giving a dorsal 
semi -recumbent position, rendering the abdomen flaccid. The exam- 
iner stands on the patient's left, facing the feet. The palmar surfaces 
of the fingers of the right hand are placed under the patient's left 
inguinal region and the fingers of the left hand used to reinforce 
the right. Deep pressure is then made backward, slowly drawing the 
fingers deeply and forcibly upward under the left costal arch. (This 
procedure is intended to compress the lower portion of the descend- 
ing colon and force its gaseous contents into the transverse, and 
thence to the ascending colon.) The pressure being maintained 
with the fingers of the left hand, the right hand is then removed 
and placed over the upper portion of the descending colon, or better, 
over the transverse colon, and the fingers are quickly and forcibly 
depressed. A gaseous compression wave will travel across the 
transverse and down the ascending colon, and on arriving at the 
cecum will produce cecal distention, yielding a typical sharp pain 
in the right iliac fossa, if inflammation of the cecum or appendix 
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be present. The cecal distention test, if properly carried out, wilt 
demonstrate the presence or absence of active inflammation in the 
cecum or appendix by the typical colicky pains usually following 
in the right iliac region. If the pain during the attack has been 
reflected to the pelvis, gall-bladder, epigastric or umbilical region, 
the induced pain is also likely to radiate there. Diseases of the 
small intestines, stomach, gall-bladder, kidney, ureter, urinary blad- 
der, ovary, tube, etc., may simulate typhlitis and appendicitis, causing 
tenderness and pain at McBumey's point, but they seem not to 
respond to this distention test, unless secondary inflammation has 
invaded the walls of the cecum or appendix. The test is of especial 
value when rigidity and tenderness on the right side make a direct 
palpation painful or impossible. In the diseases under consider- 
ation the stomach is usually empty and the transverse colon is readily 
located by percussion. When the colon is loaded with fecal matter, 
or assumes the V form, hanging downward toward the symphysis, 
or the small intestines are much distended, or the abdominal wall 
abnormally fat, or the rigidity and tenderness have extended to the 
left side, the application of the test will have to be varied. Often 
the method will then consist merely of a vigorous massage of the 
left colonic region in an antiperistaltic direction. Western. 

Value of the Differential Leucocyte Count in Acute Appendicitis— <A. H. 
NoEHREN, Annals of Surgery, Feb., 1908. 

Ninety per cent, of polynuclears is an indication for immediate 
operation. The lower the percentage of polynuclear cells the less 
severe is the condition. The degree of leucocytosis is too variable 
to be of practical value, Cronson. 

Primary Tumor* of the Appendix— W. Vassucr. Deutsche Zeitschr. f. 

Chirurgic, Jan., 1908. 

Of 65 cases of primary tumors of the appendix, 57 were carci- 
nomatous, 3 endothelioma tons, 2 sarcomatous and i each myomatous, 
fibromyomatous and fibromyxomatous. The extreme ages in which 
these tumors were observed are eight and seventy-six years. When 
the tumor is situated in the middle of the appendix, or at the cecal 
end, the stenosis caused by it leads to retention and consequent 
inflammation. Such cases are usually operated upon for acute appen- 
dicitis. In most of the cases in which the tip is the seat of the 
tumor, appendicular symptoms are present. There are but few cases 
in which symptoms pointing to the appendix as the location of the 
trouble are not found. Cronson, 

DiaEUONs of Tuberculous Cecal Tumor — J. C. Hemmetes, Jour. A. M. A., 
Feb. 29, 1908. 

Sixty-five per cent, of the cases of tuberculous cecal tumor occur 
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between the twentieth and fortieth year of life. In the beginning the 
affection is dormant ; there may be constipation or constipation alter- 
nating with diarrhea. The severity of the affection is mostly not 
recognized until the symptoms of stenosis are in evidence. Then 
follow either localized or diffused pains of an acute, colicky char- 
acter. Persistent constipation, nausea, vomiting are the rule, visible 
intestinal peristalsis is frequent. Intestinal hemorrhage, in the form 
of hemorrhagic admixtures in the stool, is quite frequent. Often 
there is an elevation of temperature, as the disease is a complication 
of pulmonary tuberculosis. Early and rapid development of the 
cecal stenosis is looked upon as carcinomatous, late and slow develop- 
ment as tuberculous, by Obrastzow. In the differential diagnosis 
there must be considered the. possibility of cecal carcinoma, dis- 
located kidney, fibrous appendicitis and accumulated scybala in the 
cecum. The main supports of the diagnosis of tubercular cecal tumor 
are : Infiltration of the walls of the cecum, which assumes the char- 
acter of a tumor, and the presence of tubercle bacilli in the stools. 
The prognosis is grave under all conditions and depends upon the 
degree of stenosis, and the presence of disseminated intestinal or 
peritoneal tuberculosis, multiple abscess formation and amyloid de- 
generation of kidneys and intestines. Western, 
Subi^renic At»c«H as a Complication of App«ndicid»— D. N. Eisek- 
IWATH, Jour. A. M. A., March 7. 1908. 

If a patient who gives the history of some inflammatory con- 
dition in the right lower quadrant of the abdomen, or who has been 
(q>erated on for appendicitis, has a continued rise of temperature, 
accompanied by other symptoms of septic intoxication, one should 
always make a diligent search for a subphrenic abscess. The down- 
ward displacement of the liver, the presence of an area of dulness 
with a convex upper border, continuous with the dulness of the liver, 
and the finding of fetid pus on exploratory puncture are very char- 
acteristic. If there is localized bulging or edema, the diagnosis 
is rendered quite easy. The principal condition to be differentiated 
is empyema. This is, at times, practically impossible. The history 
of a preceding pneumonia, followed by continued fever, and the 
local physical signs, are of great assistance in making a diagnosis 
of empyema. The upper level of the area of dulness is more apt 
to be horizontal in empyema instead of convex, as in a subphrenic 
abscess. In many cases differential diagnosis is impossible, except 
from the history and the character of the pus. If an empyema and 
subphrenic abscess coexist, differentiation is impossible. This is 
especially true of an encapsulated empyema. The X-ray is not 
sufficiently reliable to be useful as a means of diagnosis. The mor- 
tality in eighty-four cases which came to operation was 25 per cent. 
Considering the almost moribund condition in which many of the 
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patients are brought to the surgeon, 75 per cent, of recoveries is 
very encouraging. The percentage of recoveries will be even greater 
if the diagnosis is made at an earlier period. An early diagnosis is 
only possible if the attending physician will bear in mind the relative 
frequency with which subphrenic abscess occurs as a complication 
of appendicitis. Western. 

Surgical Aspects of Subphrenic Abscess— H. L. Barnard, British Med. 
Jour., Feb. 32, 1908. 

About one-third of the cases are due to perforating gastric and 
duodenal ulcers. In the majority of the cases due to gastric ulcer the 

f)erforation is on the anterior wall of the stomach and near the 
esser curvature. About one-sixth of the cases are due to appendi- 
citis, which may infect the subphrenic fossje in four ways: i. As a 
part of an acute general peritonitis. 2. By more or less slow and 
direct extension up the lumbar peritoneal fossae from the pelvis. 

3. Through the medium of the portal vein, as a part of pylephlebitis. 

4. By lymphatic extension (a) up to the right retroperitoneal cellular 
tissue, or (b) up the lymphatics around the deep epigastric artery to 
the falciform ligament. Another sixth of the cases is due to hydatid 
and tropical abscesses of the liver. As a liver abscess enlarges it 
tends to thin out the liver substance and comes to the surface. The 
diagnosis can be made from the history. The great majority of 
intraperitoneal subphrenic abscesses begin with an acute perforation 
into the peritoneum, while extraperitoneal collections of pus below 
the diaphragm result from a spreading cellulitis and are therefore 
slower in their beginning. Pain is always the first symptom and is 
referred to the situation where tlie abscess forms. In perforative 
cases it is sudden, severe and stabbing. Vomiting is the next symp- 
tom in point of frequency and time, and is restricted to such instances 
which originate in a perforative peritonitis, especially, in gastric and 
duodenal cases. There may be a period of obstinate constipation 
followed by nausea, hiccough and collapse. When the abscess is 
well localized, septic diarrhea always appears. In most cases there 
is profuse sweating, with weakness, dyspnea, and no appetite, while 
the tongue is dirty and dry and the face pale and muddy. Wasting 
is a constant sign. There is also profuse septic diarrhea. Fever is 
always present, though at times slight in amount. Chills sometimes 
occur and are a bad sign. An abdominal swelling is present in k 
great majority of the cases. This swelling does not descend on 
respiration. The part formed by adhesions is rigid, tender and dull 
on percussion; that formed by pus in contact with the abdominal 
wall is scarcely tender, bulges, fluctuates and is dull on percussion. 
Where gas is present a tympanitic area is formed high up in the 
epigastrium as a rule, and over the liver dulness, amphoric and coin 
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sounds can be obtained.. The tympanitic area travels around the 
chest as the patient is rolled over. In very few of the cases the 
liver dulness is lost. The thoracic signs are those of compression 
and inflammation of the base of the lung and pleura. There is dis- 
placement of the lung upwards and obliteration of the lower pleural 
angle. There is a dry pleurisy or a pleural effusion. There are 
signs of compression and consolidation of the lung. More or less 
bronchitis at the base is present. The most frequent association 
of signs is dulness, diminution or absence of breathing sounds, vocal 
resonance and tactile and vocal fremitus. In many cases the abscess 
causes a visible bulging of the thorax or definite swelling in the 
abdomen. The circumference of the thorax may be greater on the 
side of the abscess, and deep tenderness is sometimes present. 

Cronson. 

Chronic Sigmoiditia — Heinrich Stern, Med. Rec, Feb. 39, 1908. 

The author describes chronic sigmoiditis as a chronic inflamma- 
tory state of the sigmoid flexure, characterized by frequent exacer- 
bations, lasting from several hours to several days, of the otherwise 
more or less subdued phenomena, viz., tenderness or pain in the 
lower left lateral and median anterior regions of the abdomen 
increasing upon pressure, moderate abdominal distention, with some 
resistance in the left iliac fossa, slight elevation of rectal tempera- 
ture, obstipation, burning and aching sensation in buttocks and left 
thigh, various nervous phenomena, and frequently vesicular irrita- 
tion in males and spasmodic leucorrhea in females. Diagnosis. 
Chronic sigmoiditis is readily recognized by its symptomatology, and 
particularly by the direct inspection of the affected area with the 
sigmoidoscope. In every case of recurrent pain in the lower left 
quadrant of the abdomen, increasing upon pressure, and in the 
presence of more or less acute aching in the buttocks and the left 
thigh, and habitual constipation, chronic sigmoiditis should be 
thought of. The history of the case, the rather sudden onset of the 
individual attack, and the obstipation facilitate the diagnosis of 
chronic sigmoiditis. Inspection reveals in nearly every instance some 
abdominal distention in the vicinity of the affected area, which is 
more pronounced in lean persons. The abdominal distention is best 
noticed when the eye of the examiner, who is standing at the head 
of the reclining patient, can travel down the latter's body. Per- 
cussion, which the author always performs with hammer and plexi- 
meter, elicits the deadened sound to which Traube has already drawn 
attention, and the tympany, due to gaseous inflation, in the upper 
portion of the involved colonic segment. Palpation increases the 
sensitiveness of the affected area, and may hence serve as a means 
for its localization. Auscultation is of no assistance in determining 
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the seat of the pathogolical process. Differential diagnosis. The 
principal abnormal states from which chronic sigmoiditis must be dis- 
tinguished are neoplasms, adhesions, prolapse of the left kidney, 
wandering spleen, and the diseases of the female internal otgans of 
generation. The spleen in exceptional cases may descend into the 
pelvis and come into close contact with the sigmoid flexure. By a 
careful physical examination — even without sigmoidoscopic inspec- 
tion — the various affections with which chronic sigmoiditis may be 
confounded can be readily excluded as a rule. Of course, when one 
or the other of these affections concurs with chronic sigmoiditis, a 
discriminating diagnosis is more difficult to arrive at. In all pertain- 
ing instances the employment of the sigmoidoscope is imperative. 
In the author's experience inflammatory processes occur fully as 
often in the sigmoid flexure as in the cecal and appendical regions. 

Western. 

Acute Flexures or Angulations of the Sigmoid and Colon — J. P. Tutile, 
N. Y. Med. Jour.. March 14, 1908. 

Author uses the term "acute" in the geometric sense as the 
obverse of obtuse, and. not in the medical, for acute flexure or angu- 
lation is usually a chronic condition of slow origin. The term itself 
describes the condition, a sudden or sharp bend of the gut upon 
itself, such as in all hollow tubes narrows or obliterates the caliber 
according to its degree. Symptoms. There is always constipation 
or fecal stasis, distention and more or less tenderness over the 
cecum, often leading one to suspect chronic appendicitis. The other 
symptoms are local, constitutional, and include the whole category 
of reflex phenomena associated with obstructed bowel movements. 
In the congenital type there is always a history of colic, distended 
abdomen, constipation and indigestion. In the acquired angulations 
there is usually, in addition to the constipation and distended cecum, 
a history of dysentery, typhoid, acute colitis, sigmoiditis, pelvic peri- 
tonitis, or inflammation of the pelvic organs. Following these, some- 
times at long intervals, increasing ctmstipation or irregularity of 
bowel movement appear with crises of colic, with nausea and vomit- 
ing, followed or not by passages of mucus. The patients are consti- 
pated, muddy complexioned, have furred tongues, flatulence, bilious 
attacks, and pass more or less mucus with their stools. Examination 
always shows, if there is an acute flexure, some point in the sigmoid 
in which the instrument, instead of passing upward into the caliber 
of the gut, comes squarely against the wall : neither atmospheric pres- 
sure nor pneumatic inflation open the gut in front of the instru- 
ment, and twist it about as he will, we cannot get the tube past this 
point. Often there is abrasion or ulceration at the angulation. 
Another symptom may be incomplete evacuation. Western. 
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DiseasM of the Pancreaa — A. W. Mavo Robsch, Berliner klin. Wo- 

cbenschr., igoS, No. 7. 

Author opposes the opinion that chronic pancreatitis or pan- 
creatic catarrh can be but rarely recognized during life. The physical 
examination, the anamnesis, and the chemical and microscopical find- 
ings of the feces (particularly the presence of non-saponified neutral 
fat) give sufficient hints for the diagnosis. Affections of the pan- 
creas, as a rule, are not followed by diabetes as long as a portion 
of the gland remains in a normal state. If sugar occurs in the urine 
it is an evidence of the grave character of the pancreatitis, as it 
speaks for an involvement of the islands of Langerhans. The com- 
position of pancreatic calculi is very important. They do not occur 
frequently, and are probably the result of a catarrh of the ducts with 
retention of the secretion. The presence of calcium salts in the 
calculi makes them impenetrable for the X-rays. The ultimate out- 
come of pancreas- stone-disease is destruction of the gland, termi- 
nating in cirrhosis. Pancreatic cancer is more frequent. If the head 
of the pancreas becomes affected, the common bile-duct will be oblit- 
erated and in consequence of this icterus will occur. If it is the tail 
of the gland which is affected, an early diagnosis may prove of great 
importance. Mill. 

Alimentary Levulosuria in Diseases of the Liver — A. von Halasz, Wiener 

klin. Wochenschr., 1908, No. 2. 

In exceptional instances only, 100 grams of levulose will call 
forth levulosuria when the liver is functionating normally. The 
positive result of the levulose test indicates the presence of a diffuse 
and serious disease of the liver, preeminently that of an advanced 
cirrhosis. Alimentary levulosuria will generally not supervene in 
icterus. Again, there will be no levulosuria in secondary metastatic 
tumors of the liver, in circumscribed affections causing limited 
parenchymatous involvement (echinococcus, diseases of the gall- 
bladder, hyperemia, etc.). Mill. 

Chronic Diseases of the Liver in Acquired STphilis— W. Ebsteik, 
Deutsches Archiv f. klin. Med., igoS, Nos. 3 and 4. 

Chronic affections of the liver with an obscure etiology may be 
suspected to be of syphilitic origin. In six such cases the author 
applied antisyphilitic treatment with gratifying results. Mill. 
Should Cholecystitis and Cholelithiasis Be Any Longer Considered 
HecUcal Affections, and What Are the Usual Consequences of So 
Treating Them?— C. B. G. De Nancrede, Annals ot Surgery, Feb., igo8. 
The importance of certain biliary conditions and the impossi- 
bility of successfully treating them excepting with the knife is not 
sufficiently recognized. It is not necessary for a diagnosis of chole- 
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cystitis that there be jaundice, a painful tumor in the gall-bladder 
region, a chill and fever. The most common form of the disease is 
caused by germs of low virulence, but one is never sure that there 
may not be secondary infection with virulent organism causing 
infectious cholangitis or suppuration or gangrene of the gall- 
bladder. There are also possibilities of adhesions involving the 
stomach and intestine with permanently serious results. The absence 
of gall-stones at an operation does not prove that none have been 
passed nor that others may not form. Cronson. 

Some Abdominal Tumors Simulating Halignant Disease and Their 
Treatment— A.- W. M. Robson, British Med. Jour., Feb. 22, 1908. 
Inflammatory tumors of the abdomen which simulate malig- 
nancy are more common than is usually supposed. The pathology 
of the tumor is probably a chronic infiltrating colitis, possibly asso- 
ciated with pouches lodging fecal matter, or may be simply due 
to infections spreading through the intestinal walls. There are two 
forms, the adhesive colitis, in which the onset is usually acute, and 
the chronic infiltrating colitis or proctitis, in which the onset is 
insidious and the progress slow. Both are characterized by pro- 
gressive constipation and a great loss of flesh and strength. The 
fact that cancer is complicated with inflammation makes a positive 
diagnosis at times impossible. Chronic tuberculous disease of the 
cecum may closely simulate cancer. The liver may be the seat of 
simple tumors suspected to be malignant, and if they are associated 
with rapid loss of flesh and more or less jaundice the diagnosis of 
cancer is very apt to be made. Exploratory laparotomy should be 
performed if the diagnosis is doubtful and the patient is at all in a 
condition to bear operation, Cronson. 

Pathology of Retrograde Incarceration — A. Neumann, Deutsche Zeitschr. 
f. Chirurgie, Jan., 1908. 

With a strangulated viscus in the abdomen, and a comparatively 
normal viscus in a hernial sac, we are dealing with a retrograde 
incarceration or strangulation, according to Maydl. Fallopian tubes, 
appendix, Meckel's diverticulum or a portion of the intestines may 
be involved. For reason of an extreme lordotic position of the 
lumbar vertebra, the mesentery approaches the internal hernial ring, 
and permits of the exit of a loop of gut whose mesentery would be 
too short to encompass the distance under ordinary circumstances. 
Thus, if one portion of the mesentery be particularly short, the 
consequent erection of the spine would reduce a portion of the loop 
and carry it back into the abdominal cavity. Even then the mesen- 
tery may be too tense : its vessels may become closed by reason of 
the tension and the blood supply of the abdominal loop may become 



,y Google 



Progress of Diagnosis and Prognosis 215 

insufficient. Such hernias should be termed retroactive rather than 
retrograde. Cronson. 

Contribution to Our Knowledge of HirKhsprung Disease — Kofpe, 

Monatsschr. f. Kinderheilk., 1908, p. 496- 

A case in which cHnically a stricture was present in the upper 
part of the rectum. This had disappeared when the case came to 
autopsy. The spastic character of the stricture is thus proved. 

Mill. 
Diagnosis and Treatment of Benign Tumors of the Rectum— H. A. Brav, 

N. Y. Med. Jour., March 7, 1908. 

Benign tumors of the rectum comprise growths which, as a rule, 
have a pedunculated attachment and a pendulous extremity. They 
occur quite frequently in either sex and at any age, but are more 
common in women and children. They vary in size, shape and 
form, may be single or multiple, and are usually attached by a single 
stem, but they may have more attachments. These neoplasms are 
also known as polyps on account of the fact that they are attached 
to the rectal wall by a pedicle or stalk. Of all varieties the adenoma 
is the most frequent. It is very common in childhood, very rare 
in adult life. They are soft when composed of the constituents of 
the mucous membrane, while those which are composed of elements 
of mucous membrane and submucous connective tissue are generally 
hard, and are spoken of clinically as a fibroadenoma. They are gen- 
erally the size of a large cherry. These growths have the color of 
the mucous membrane of the rectum, but when they protrude at 
the anus they have a purple-red appearance. They are generally 
attached to the posterior wall of the rectum and at a point within ■ 
reach of the finger. A small adenoma may exist for a long time 
without giving nse to symptoms. As a rule, however, hemorrhage 
occurs from the abraded surface of the growth, produced by the 
passage of hard scybalous masses over it. The passage of blood 
from the rectum in a child, usually under ten years of age, with 
or without pain on defecation, with or without straining, generally 
means the presence of polypus. A digital examination should be 
made in order to locate the growth. This is best accomplished by 
sweeping the finger around the entire circumference of the anal 
canal as far as it can be reached. Growths higher up in the rectum 
can only be located under an anesthetic. Owing to the fact that 
polypi may sometimes protrude at stool, they are frequently mis- 
taken for hemorrhoids and treated as such. The next most common 
benign tumor in the rectum is the fibroma, or fibrous polypus. It 
consists of fibrous tissue and has a short, tough pedicle. It is 
usually situated within the first two inches of the rectum and varies 
in size from that of a hazelnut to a walnut. These growths are 
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mostly found in adults and are usually multiple in character. They 
may protrude during defecation and be mistaken for internal piles. 
A fibroma can readily be diagnosed by the finger, which will detect 
a firm, hard growth. A small, fibrous polypus may exist for some 
time without any untoward effect; it will, however, soon bring on 
spasms of the sphincter and levatores ani muscles, which ultimately 
become hypertrophied and indurated. One of the rarest of all benign 
tumors in the rectum is the villous tumor. This neoplasm may reach 
the size of an orange and has a bandlike, short, fleshy pedicle. Its 
surface is generally lobulated, giving it a cauliflower appearance. It 
is found in adults only or in old individuals, who, as a rule, com- 
plain of diarrhea on account of the watery discharge from the 
bowel, which makes them go to stool frequently. These patients also 
complain of dull, aching pains in the rectum radiating to the sacrum. 
They generally lose flesh and strength and have a cachectic appear- 
ance. The only procedure necessary to establish a correct diagnosis 
is a digital exploration of the rectum. Careful manipulation of the 
finger will detect a growth attached to some part of the bowel by a 
broad pedicle. In the majority of cases the tumor will be found at 
the posterior wall of the rectum. Western. 

NERVOUS SYSTEM 
Gordon's Paradoxic Flexor Reflex and Its Diagnostic Significance — G. E. 
Price, Jour. A. M. A., Jan. ii, 1908. 

Gordon's "paradoxic flexor reflex" consists in the extension of 
the great toe on pressure or irritation of the deep flexor muscles of 
the calf of the leg. The technic of the method is as follows : The 
patient may either lie on his back or sit on a chair with the feet {not 
the legs) on a stool. The feet must be slightly rotated externally ; 
in this position complete relaxation of the muscles of the leg is 
obtained. The examiner must always place himself to the outer side 
of the leg; the thenar and hypothenar muscles of his right hand 
must be placed on the inner surface of the tibia of the patient and 
the fingers press deeply on the middle or the lower portion of the 
calf muscles. Sometimes pressure must be combined with lateral 
movements of the superficial muscles. If the reflex is present, ex- 
tension of the great toe, or of all the toes, will be noticed. Its 
clinical value consists in indicating motor tract disturbance when 
other positive signs may be wanting. Increased reflexes and muscu- 
lar rigidity, the symptoms most constant in motor tract disturbance, 
are not infrequently found in functional disorders, and ankle-clonus, 
Babinski's and Oppenheim's signs may be absent with a true organic, 
motor tract lesion. Besides its importance as a sign of disturbance 
of the upper motor segment, the Gordon reflex is of value as a deli- 
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cate sign, being commonly found early in the history of the lesion 
or when the involvement is slight. Goodhart. 

A Peculiar I%«noinenon of the Pupil — E. Redlich, Deutsche med. Wo- 
chenschr., 1908, No. 8. 

Author observed in some cases of hysteria and epilepsy, during 
intense muscle activity, a remarkable dilatation of the pupil with a 
very slight or entirely missing light-reaction, while the convergence- 
reaction was maintained. This phenomenon is probably caused by 
irritation of the sympathetic nerve, and thus many cases of immo- 
bility of the pupil in hysteria and epilepsy may be explained. Some 
cases of spontaneous dilatation of the pupil may also be the result 
of a similar mechanism. Mill. 

Trig«ninus-N«ur*lgia Caused by Non-Eniption of Tooth— Treymakh, 
Deutsche med. Wochenschr., 1908, No. 9. 

Very interesting case in which the cause of agonizing pains re- 
mained obscure until X-ray examination revealed a non-erupted 
tooth with caries interna. The roots of this tooth extended to the 
infraorbital nerve and the sphenopalatine ganglion. Mill. 

Nenrologr of the Tongue— J. Flesch, Munchener med. Wochenschr., 
1908, No. 3. 

An attempt to locate the seat of tongue paralyses by exact anal- 
ysis of the lingual movements. The author differentiates between 
glossophlegia externa and interna according to the involvement of ex- 
ternal muscles (genio-, hyo-, stylo- gloss!) or deeper muscles (trans- 
versus, longitudinalis and terminations of accessory muscles), and 
glossoplegia totalis. Functional examination of the lingual movements 
occasioned by the various groups of muscles permits of a differential 
diagnosis between nuclear and supranuclear paralyses, and also 
occasionally of the recognition of centrally communicated isolated 
palsies of the genioglossus or styloglossus. Goodhart. 

PseudoperioBtiliB Angionenrotica— M. Herz, Zentralbiatt f. innere Med., 
March 21, 1908. 

Author applies the term pseudoperiostitis angionenrotica to aa 
affection the symptoms of which are those of periostitis, but differ- 
ing from the latter on account of its transient character and its 
tendency to recurrences. The affection consists in a tough-doughy 
infiltration of the immediate vicinity of a, bone, calling forth pain 
and which is sensitive to pressure: The appearance of the affection 
always coincides with an exacerbation of- a cardiac disease. The 
affection has not heretofore been recognized on account of having 
been mistaken for other diseases. Four cases are cited, in each of 
which there occurred in various parts of the thoracic bones tem- 
porary, painful and pressure-sensitive infiltrations of the periosteum 
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and its immediate neighborhood in the wake of nervous cardiac 
paroxysms. Good hart, 

PolioencephalitiB Superior— W. A. Holden and J. Collins, Jour, A. M. A.. 

Feb. IS, 1908. 

The typical clinical manifestations of acute polioencephalitis 
superior fall into three distinct groups : those referrible to the eyes, 
the mental disturbances, and the ataxia of gait and speech. The 
symptoms usually develop slowly, preceded by vertigo, headache. 
diplopia and sleeplessness, although they may come most abruptly, 
the eye-muscle paralysis being very sudden. The ophthalmoplegia, 
usually spoken of as exterior because it affects only the extrinsic 
muscles of the eye, may, however, exceptionally be manifest by 
paralysis of the ciliary muscle and the sphincter of the iris. In the 
severe cases ophthalmoscopic examination reveals an optic neuritis, 
the paralysis of the external eye muscles, the frequent partial ptosis, 
and the peculiar whimpering, pathetic facial expression which the 
patient develops, constituting a very typical clinical picture. The 
mental symptoms are usually those of an active delirium, resembling 
that of alcoholism, and likewise the ataxia of speech and of gait 
is not unlike that of the acute inebriation. Occasionally the mental 
symptoms are quite like those of Korsakow's syndrome, with dis- 
orientation, spurious reminiscence, active fabrication, particularly 
following suggestion, and easily provoked mental confusion. The 
disease terminates in recovery much more frequently than is gen- 
erally taught. GOODHART. 
Acute Bulbar Paralyus with an Unusual Symptom— A. Gomwu, Med. 

Record, Feb. 2% 1908, 

The unusual symptom in a case of acute bulbar paralysis con- 
sisted in loss of speech, the loss of power to pronounce letters. The 
patient could, however, emit sounds resembling words to some 
extent. During the first attack there was a sudden loss of conscious- 
ness, and the face became drawn to the right ; the speech was totally 
lost. There was no involvement of the other cranial nerves. In 
the second attack, the twelfth, tenth, ninth, seventh and motor part 
of the fifth became involved, but there was no loss of consciousness. 

GoODHART. 

Infantile Eclampsy and Its Later Effects— J. Potpeschnigg, Archiv fur 
Kinderheilk., 1908, No. 6. 

Spasmophilia tends to permanent injury of the organism. Spas- 
mophilic children who do not succumb to laryngospasm acquire 
epilepsy or its equivalents. But few such children regain perfect 
health and live to an old age. The disease has a functional char- 
acter and may be influenced by disturbances of thyroid function and 
nutrition. ' Western. 
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Infantile Paralysis— G. Rankin, The Practitioner, Feb., 1908. 

In the diagnosis of infantile paralysis it is a common mistake to 
ascribe the illness, in its initial phases, to chill, dentition, or the 
onset of one of the specific fevers. Later on such an error is 
rectified by the discovery of a flaccid paralysis affecting one or more 
limbs ; and, at a still later stage, corroboration is afforded by muscu- 
lar atrophy, loss of reflexes, and altered electrical reactions. An 
arrest in development of the affected Hmb, causing it to be, in all 
its structures, smaller than its neighbor, and also lividity and frigidity 
of its surface, are minor points of confirmatory significance. Fur- 
ther differential characteristics are to be sought for in the absence 
of permanent sensory disturbances and of bladder or rectal troubles ; 
also in the liability to progressive contractions in the affected limbs. 
Infantile paralysis may be confounded with acute transverse myelitis, 
cortical disease of the brain, peripheral neuritis, or the pseudo- 
paresis of rickets ; but difficulties in diagnosis are, in the large 
majority of instances, few, and, with reasonable care, mistakes are 
easily avoided. Western. 

Diagnosis of General Paralysis — F. W. Morr, The Practitioner, Jan., 1908. 

An exhaustive article not lending itself readily to abstraction. 
The author believes, with others, that, practically speaking, only 
those suffer from general paralysis who have acquired or inherited 
syphilis. Hence the necessity to discuss the question of previous 
syphilitic infection in making a diagnosis. If it cannot be proved 
by the history, or by residua on the body, that the patient has syphilis, 
it must not be assumed that syphilis can be excluded. Author then 
discusses the relation of syphilis to this disease. In making a diag- 
nosis, the absolute exclusion of syphilis, either acquired or heredi- 
tary, may enable us to practically exclude the possibility of the 
case being general paralysis or tabes, but cases will arise, very 
occasionally, in which we believe we can exclucie syphilis with almost 
certainty. In a few cases one is either able to prove the possibility 
of syphilitic infection or one has doubts whether syphilis could be 
excluded. A typical case of general paralysis is easy to recognize; 
it is in the early prodromal stages of the disease, in the atypical 
cases, the juvenile cases, cases complicated with other diseases, by 
alcoholism, lead, arterio-sclerosis, and syphilitic brain disease, when 
difficulties in diagnosis arise ; it is especially difficult to decide whether 
a case is one of neurasthenia or the prodromal stage of general 
paralysis; for it is the neurasthenic, the subject of syphilis, who is 
especially liable to develop general paralysis. The great majority 
of cases commence in the fourth and fifth decades of life; it is much 
commoner in males than in females; there are different forms of 
the disease. The term paralysis is incorrect, for it is a paresis; and 
a gross paralytic condition points away from general paralysis rather 
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than to it. In the prociromal stage of general paralysis the only 
noteworthy symptoms are those which the nearest relatives or the 
partner in profession or business may have noticed in the con- 
duct of the patient. His moral and esthetic feelings may have 
dianged ; his character may have become irritable, morose, de- 
pressed, and changeable in mood ; perhaps apprehensive and filled 
with morbid fears and dread ; or he has become neglectful of his 
home, and wrapped up in some scheme by which he will satisfy 
newly acquired ambitious designs; or there may be marked exu- 
berance of spirits, and a desire to spend money; or a hyperesthesia 
sexualis, with an insufficient power to satisfy his impulses, will lead 
to strained marital relations, immorality, and promiscuous inter- 
course, exhibitism, and even sexual perversion. Sometimes the first 
indication may be attacks of giddiness, resembling migraine, or 
convulsive seizures, with or without loss of consciousness, or a 
temporary loss of speech, and apparently the patient subsequently 
presents no other signs of the serious brain affection of which these 
attacks may be the herald. In the prodromal stage of general 
paralysis the examination of the pupils may afford the most valuable 
objective sign. Inequality of the pupils may indicate organic brain 
disease, and the existence of a sluggish reaction to light, or the 
Argyll -Robert son pupil, inactive to light while active to accommo- 
dation, would be certain evidence pointing to general paralysis. 
Still the pupils may not show any of these signs. Some observers 
have recently shown the importance of the irregular pupil in the 
diagnosis of early cases of tabes and general paralysis ; this irregu- 
larity may precede all other signs, and points to general paralysis, 
tabes or syphilis. Lumbar puncture is a most reliable means of deter- 
mining whether or no a patient is suffering from functional or 
organic disease of the nervous system, for, if the cerebro-spinal fluid 
withdrawn by this operation is centrifuged, and a deposit found, 
which, on microscopical examination, consists of lymphocytes and 
plasma cells, one can certainly exclude neurasthenia, hysteria, and 
other functional neuroses and psychoses. The existence of these 
cellular elements points to chronic organic disease of the central 
nervous system, notably tabes, general paralysis, syphilis, and tuber- 
cular meningitis. The prognosis is bad, but occasionally remissions 
occur ; and the fact that cures have been claimed by various methods 
of treatment may be due to the temporary quiescence of the disease. 
which may frequently occur when a patient is placed in an asylum 
away from the exciting influences of drink, sexual excesses, and 
other forms of mental excitement. Goodhart. 

Spinal Cord Lenona and General Paralysis— N. KtNtcm, Archiv f. 
Psychiatric ii- Nervenkrankh., Vol. XL, Part 3. 

In an exhaustive study of cord lesions in paresis in one instance 
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only out of forty-three was found isolated degeneration of the 
pyramidal tracts. In six cords there was isolated degeneration of 
the dorsal columns only ; in one the cord was found entirely normal. 
In twenty-three cases pupillary reaction failed completely. In 
twenty-six instances the patellar reflex was increased and absent in 
thirteen. Goodhart. 

Sleeping-aicknesa and General ParaljrsiB — W. Spielueves, Mimchener 

tned. Wochenschr., Vol. LIV. No. 22. 

Marked analogy is found between the pathological findings in 
what is called "sleeping-sickness" and general progressive paralysis. 
This is explained by the relationship established by comparative 
researches on trypanosomes and spirochetse affections. Schaudinn 
has demonstrated that transition forms occur between these, show- 
ing a relationship of- the spirochetae and the trypanosomes. 

Goodhart. 
Postdelirions Alcoholic Stupor (Alcoholic Cerebral Edema. "Wet 

Brain")— C. K. Stillman, N. Y. Med. Jour., Jan. 25, 190& 

There is no set rule as to the time of onset of stupor in the 
course of delirium tremens. The first symptom attracting attention 
is perhaps the distinct alteration in facial expression. The marked 
restlessness and noisy activity that characterized the delirium 
tremens liave departed, and the heightened color and exaggerated 
play of expression have given place to a gray pallor and almost 
cadaveric immobility of countenance. At this time the pupils are 
equally contracted and there is a moderate degree of stiff neck pres- 
ent. Soon after, the patient lies flat upon the back with legs ex- 
tended, head thrown somewhat back and unobserving glance directed 
toward the ceiling, toward which the hands reach in a rather char- 
acteristic manner, suggestive of rope climbing. They are seldom 
still for more than a few seconds at the time, and exhibit the weak, 
wide tremor of cerebral irritation. Generally the stuporous patients 
say nothing that is audible. When they talk, as some of the milder 
cases do, the labials are absent, and they appear to suffer from in- 
ability to initiate muscular movements of the lips. When irritated 
or hurt, the accompanying facial contortion involves the least mo- 
bility of expression consistent with the recognition of pain. In the 
majority of cases the eyelids arc closed, while flies gather in num- 
bers unheeded about the eyes, nostrils, and comers of the mouth. 
The pupils in the early stages are often reduced to pin-point size 
and later dilate, remaining so to the end. Muscular rigidity, rarely 
extreme, and hyperesthesia are two early symptoms. Stiff neck is 
very persistent. The pulse is small, frequent, feeble intermittent, of 
low tension, and very variable in quality and rate from hour to hour 
and day to day. The respiration is not much disturbed. The tem- 
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perature is low, 99 to loi degrees F., and it drops to subnormal not 
rarely. The stupor is a quiet one, except for the muttering move- 
ments of the mouth, and the peculiar and continual activity of the 
hands. The coma is of variable quantity ; certain cases never become 
comatose until just before death. A second class, passively delirious 
or comatose, will comprehend if directly addressed, or even obey 
directions, but relapse with closed eyes into incoherent muttering, if 
left alone. A third class remains oblivious to all external stimuli. 

GOODHART. 

Psychasthenia; Its Semeiology and Nosologic Status among Mental Dis- 
orders— J. W. Courtnev, Jour. A. M. A., Feb. 29, 1908. 

In this article, which completely covers the subject under con- 
sideration, psychasthenia is differentiated from other affections as 
follows : from hysteria, it is distinguished pathologically by the fact 
that the disturbance of consciousness which marks it is general. 
Throughout the psychasthenic's whole field of consciousness there is 
evidence of activity, however feeble and fruitless it may be, while 
in that of the hysteric all activity is carried on within a narrow cor- 
ner. The psychasthenic never displays a completeness in any of his 
pathologic phenomena. He has impulses, but does not carry them 
out; he has hallucinations, but they do not seem real to him and he 
is never deceived by them ; he has obsessing ideas, but knows they are 
false, and is the first to doubt them ; he has periods of agitation and 
periods of immobility, but never gets as far as a real "attack" or a 
somnambulism. His crises are never followed by amnesia; he feels 
at times a doubling of his personality, but always knows the thoughts 
of the second ego. This characteristic incompleteness is also found 
in the normal phenomena which he retains. He does not perceive 
or remember well ; his attention and execution are defective, but he 
is never completely anesthetic, amnesic or paralytic. The hysteric 
exhibits important differences in every direction. The phenomena 
he retains are complete in every way and attain reality. He enter- 
tains no doubts concerning his personality or the outside world ; on 
the contrary, the phenomena preserved are often overdeveloped, and 
the subject executes completely his impulsive ideas, so completely 
and so easily, indeed, that a suggested idea immediately transforms 
itself into an act, a mental image into a complete hallucinqtion, with 
belief in its reahty. The hysteric carries to an extreme the negative 
phenomena, and his mental operations betray a real gap. The dis- 
tinction between psychasthenia and neurasthenia is not so striking. 
We may maintain that in psychasthenics the rachialgias, the chronic 
feeling of fatigue, the circulatory disturbances, the dyspepsias, the 
paresthesias, the insomnias, etc., are as common as in neurasthenics, 
but the psychasthenic is mostly too preoccupied with his obsessions, 
mental manias, tics, etc., to give heed to them. In the psychasthenic 
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the intellectual manifestations preponderate. Many of the symp- 
toms of psychasthenia also occiir in the early stages of several dif- 
ferent forms of psychoses. In such cases, however, the purely 
psychasthenic state does not persist as such for any length of time, 
and the psychosis, of which it is but the forerunner, will soon mani- 
fest itself. Psychasthenia, not the symptom but the stable disease 
entity, is a forme fruste of intellectual petit mal. Goodhart. 

URINARY ORGANS— MALE GENITALIA 
The Secretion of Hydrochloric Acid in Nephritis-~E. Axisa, Zentralblatt 
f. innere MedizJn, Feb. 29, 1908. 

During the period in which uremic symptoms manifest them- 
selves the excretion of hydrochloric acid is markedly diminished ; as 
soon as the uremic phenomena disappear, the hydrochloric acid ex- 
cretion becomes augmented and may almost be excreted in normal 
amounts. Another marked decrease Jn its excretion takes place when 
uremic manifestations ensue again. It exists, therefore, a parallelism 
between gastric and renal function, inasmuch as, according to the 
intensity of the uremic symptoms, we encounter more or less pro- 
nounced subacidity, and as we find normal or almost normal HCl 
amounts at the moment when there is no disturbance of renal 
function. Subacidity appears to be a primary phenomenon super- 
vening when uremic symptoms indicate a disturbance of renal func- 
tion. If subacidity is not characteristic of nephritis, as Senator 
opines, then it is undoubtedly characteristic of uremia. Western. 
New Contributions to the Etiologr of Orthotic Albuminuria in Child- 
hood — L. Jehle, Munchener med. Wochenschr., igo8, No. i. 

Author shows by the study of seven cases that charges in the 
position of the lumbar spine may cause albuminuria. If the spine is 
lordotic, albumin is found, and this disappears from the urine when 
the lordosis has been corrected. Mill. 

Colibacilluria— H. B. Shaw, Clinical Journal, Feb. 12. IQ08. 

Any injurj- to the rectum admits the colon bacillus to the sub- 
mucous tissues. The first sign of colon bacillus invasion of the 
urinary tract is generally a whitish urinary deposit in which patho- 
genic microorganisms may be distinguished by the microscope. The 
odor of the urine is very offensive, frequently apparently ammoniacal. 
The reaction, however, remains acid. Author divides the symptoms 
into such in which fever of apparently unexplained origin plays the 
main role, and into such which bear a gastrointestinal and cerebral 
character. Infection of the urinary tract by the colon bacillus is 
capable of producing or being associated with the similitudes of 
jnalaria, dysentery or mucous colitis, recurrent cystitis of unknown 
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cause, enuresis, pyuria of unexplainable cause, "gout" or "goutiness" 
or "rheumatism,'' general tuberculosis or genital tuberculosis, dys- 
pepsia, acute suppression of urine. Zimmer. 
Acute Bacterium Coli Infectioii of the Bladder— C. G. Cumston, Am. 

Jour, of Urology, March, 1908. 

Bacterium coli cystitis is a not uncommon occurrence, but it is 
readily overlooked or mistaken for other affections. The onset of 
this affection is frequently sudden and violent, the temperature may 
rapidly rise to 103 or 104 degrees F., while the pulse may increase 
to about 100 a minute. The patient may have a rigor and at the 
same time excruciating pain in the region of the bladder, more par- 
ticularly about the neck. The pain may be at its height when the 
bladder empties itself, which it does very frequently, perhaps even 
as often as every twenty minutes. The frequency of micturition is 
one of the most distressing symptoms. Besides the pain, tenderness 
and rigidity in the anterior aspect of the abdomen, it will be found 
on rectal examination that the prostatic urethra is tender, while the 
prostatic lobes will be found swollen and very sensitive to pressure. 
In colon bacillus cystitis the vesiculas seminales may be swollen and 
tender, and the inflammation may spread along the spermatic cord, 
so that the testicles and epididymis become tender. Occasionally a 
severe orchitis may supervene. The considerable tenderness in the 
lower part of the abdomen, with muscular rigidity, clearly indicates 
the presence of some tender organ, which may or may not be the 
bladder. Such symptoms may correspond with an attack of peri- 
tonitis from appendicitiSjWhen the appendix has a pelvic situation, and 
in a veiT marked and acute case of colon bacillus cystitis, the patient 
will suffer considerably from alxlominal distention and flatulence. 
The urine exhibits a fishlike odor, and it may deposit pus or mucus. 
Pus occurs sometimes in microscopical amounts only. With the 
naked eye minute flakes of lymph and shreds may be often dis- 
covered. They consist of leucocytes, columnar epithelium and colon 
bacilli, coming from the prostatic ducts. Usually vast quantities 
of small, motile, oval-ended colon bacilli can he seen throughout the 
microscopic field in acute cases. It is of great importance to diag- 
nose this dangerous type of genito-urinary infection, because, unless 
it is properly treated, severe complications, of which the continua- 
tion of the infection along the ureters to the renal pelvis, may arise 
sooner or later. Western. 

Intraperitoneal Rupture of the Bladder— Norom ANN, Deutsche med. Wo- 
chenschr., 1908, No. 4. 

The first and most important symptom of intraperitoneal rup- 
ture of the bladder, besides ineffective micturition, is, like in any 
other lesion of the abdominal organs, the reflectory tension of the 
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abdominal wall. Whenever intraperitoneal rupture of the bladder 
is suspected, the case should be immediately turned over to the 
surgeon. Mill. 

Diagnosia of Functionally Active Ureters Terminating in an Abnormal 
Locality — A. Westhoff, Zentralblatt f. Gynaekologie, Feb. 29, 1908. 
But twenty-five cases of functionally active ureters emptying in 
an abnormal locality have been recorded. A pathognomonic symp- 
tom is continual dribbling of urine accompanied by otherwise normal 
bladder function. Most of these cases are mistaken for enuresis. 
The case reported is that of a child seven years old, who was con- 
stantly wet, although the bladder was evacuated regularly. By 
means of a magnifying glass cribriform openings from which the 
urine escaped were found below the urethra. The sieve-like mem- 
brane was cut away and a sound passed as far as the base of the 
bladder. Csystoscopic examination revealed norm a! -looking ureteral 
openings, but no urine came from the mouth of the left ureter. Tlie 
child was cured by vesical implantation of the left ureter through 
a median laparotomy. Cronson. 

FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 
The Importance of an Ocular Examination in Pregnant Women Hani- 

feating Constitutional Signs of Toxemia— W. C. Posey and J. C. Host, 

Jour. A. M. A., March 14. 1908. 

The urea test as an independent method for the recognition of 
renal disease in the pregnant woman is often misleading. The urea 
test is of value only when taken into consideration with the presence 
or absence of albumin, as when albumin is present the urea percent- 
age probably will be below normal. In doubtful cases presenting 
vague general symptoms with negative results from urinary exam- 
inations, any corroborative evidence of actual toxemia is of the 
greatest value. It is in such cases that an ophthalmoscopic examina- 
tion is particularly indicated. Obstetricians should appreciate two 
facts : first, that changes in the eye-grounds which have been oc- 
casioned by renal disease, and are almost certainly diagnostic of 
renal disease, may precede the presence of albumin in the urine ; and 
second, that the ophthalmoscope mav give evidence of disease of 
organs other than the kidneys which has been excited by the toxemia 
of pregnancy. The renal condition arising in pregnancy is an acute 
affection, but chronic nephritis may have existed in many cases prior 
to pregnancy. Examination of the fundus under these "conditions 
reveals in most instances disease of retinal vessels. The usual 
ophthalmoscopic picture of the renal disease of pregnancy, retinitis 
albuminuria gravidarum, is that of other varieties of Bright's dis- 
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ease, consii^ting of wdl-marked inflammation of the optic nerve and 
retina with extravasaiions and hemorrhages. The ocidar symptoms 
of the toxemia of pregnancy other than those occasioned by nephritis 
have not as yet been grouped into particular types. Zimmer. 

Puerperal Pyelonephritis— C. Jeannin, Progres Medicate, Jan. 2$, 1908. • 

Pyelonephritis from pressure of the gravid uterus on the ureter 
and retention of the urine in the pelvis of the kidney is not uncom- 
mon. It is an infection due to bacteria which arrive through the 
blood, and the bacterium coli holds the first rank in its production. 
It is important to differentiate from puerperal infection. The date 
of the appearance of the trouble may be from a few hours to the 
third day after labor or later still. The beginning may be sudden 
with a chill and high fever, or the fever may be lacking and there 
may have been a former attack some months previously. In 
pyelonephritis there is habitual constipation, rapidly rising tempera- 
ture of a remittent type, pulse and respiration rising only during 
fever. There are no genital symptoms at all. Cronson, 

Puerperal Psoitis— P. E. Launois. Jour, de Med. de Paris, Jan. 20, 1908. 

There is an unusual form of puerperal infection, a puerperal 
psoitis. The psoas muscles are enclosed in an aponeurosis which 
separates them from the surrounding structures and confines the 
pus when it has formed. The symptoms of the affection are char- 
acteristic: pain, loss of power, attitude of the limb (flexed on the 
pelvis but not adducted or abducted), swelling in the iliac fossa, with 
the classical picture of septicemia. Coxalgia, acute arthritis of the 
hip-joint, or sacroiliac articulation, perinephritJc and periuterine in- 
flammations must be excluded. Cronson. 
Fulminating Pelvic- Abdominal Edema Simulating Ruptured Tubal Preg- 
nancy— W. A. Bricgs. Jour. A, M. A., Feb. 15, 1908. 

Fulminating pelvic edema may very closely simulate a ruptured 
tubal pregnancy. Absence of subjective and objective signs of preg- 
nancy, of irregular uterine hemorrhage, of decidua in the flow in 
cases of shock with severe pelvic pain, would suggest the possibility 
of fulminating pelvic edema. A hemoglobin test might assist in the 
differential diagnosis. Zimmer. 

The Diagnostic Value of Palpable Cubital Glands in Nurslings— Reiche, 
Monatsschr. f. Kinderheilk., 1908, p. 504- 

Author examined 275 nnrsUn^s and found that palpable cubital 
glands are a frequent occurrence in congenital syphilis. They are, 
however, also met with in every case of inflammation in adjacent 
tissues. Their diagnostic value for the presence of congenital syph- 
ilis is therefore very limited. A palpable cubital gland is proof of its 
pathological character. Mill. 
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Students of medicine and general practitioners of the art are 
easily led astray by text-books on general subjects, whose authors 
have a covert tendency toward specialism. In such books, as a rule, 
the attention given to subjects dear to the author's heart far exceeds 
their import; while subjects of greater value and importance, but 
which unfortunately do not appeal to his taste, are dealt with 
summarily. 

Exa^eration and one-sidedness are out of place in any medical 
treatise, and the absence of these derogatory qualifications renders 
even a casual perusal of Greene's "Medical Diagnosis" refreshing and 
gratifying. In this work, no topic has received undue or uiunerited 
attention at the expense of another ; no over-statements on the one 
side are counter-balanced by under-valuations on the other. The 
author, a leading practitioner of the Northwest, has preserved the 
sense of proportion throughout, thus making his book exceptionally 
valuable and trustworthy. 

Sections of this book, especially those treating on "Outward 
Signs of Disease," or "Mahngering," should be read by the busy 
practitioner every now and then, as he will thereby be kept on the 
alert. 

Typographically and mechanically the book represents the best 
of the bookmaker's art. h. s. 

BRADYCARDIA AND TACHYCARDIA. Pari 11 of Clinical Treaiiiet on 
the Symptomatology and Diagnosis of Disorders of Respiration and Circula- 
tion. By Prof. Edmund von Neusser. Authorized English Translation, by 
Andrew MacFarlane, M.D., Professor of Medical Jurisprudence and 
Physical Diagnosis, Albany Medical College; Attending Physician to 
St. Peter's and Child's Hospital and Albany Hospital tor Incurables. New 
York, E. B. Treat & Co. 1908. 

The commendations which we have given to Part I of these 
Clinical Treatises — "Dyspntea and Cyanosis" — may be applied in 
equal measure to the little monograph before us entitled "Brady- 
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cardia and Tachycardia," and forming Part II of Neusser's special 
clinical treatises. It is quite a complete expose, which will prove of 
decided value to the physician wishing to inform himself concern- 
ing the phenomena : infrequent and frequent pulse. An appendix of 
SO pages, containing, among other matter, abstracts and bibliography 
concerning Adams-Stokes disease and tachycardia, enhances the use- 
fulness of the little volume. The translation could not be improved 
upon. H, s. 

THE BLUES (Sfilanchnic N^Tasihenia). Causes and Cure. By Albert 
Abrams, A.m., M.D. (Heidelberg). F.R.M.5. Consulting Physician, Denver 
National Hospital for Consumptives, the Mount Zion and the French 
Hospitals, San Francisco; President of the Emanuel Sisterhood Polyclinic; 
Formerly Professor of Pathology and Director of the Medical Clinic, Cooper 
Medical College, San Francisco. Illustrated. Third Edition, Revised and 
Enlarged. New York, E. B. Treat & Co. igoS. 

On the occasion of the publication of the third edition of this 
book, we tender our congratulations to the author for its well-de- 
served success, and we wish to reiterate what we have said elsewhere, 
when reviewing the first edition, namely, that it is a bugle call herald- 
ing the passing of the stomach specialist Of course, many of the 
author's premises, suppositions and conclusions still await definite 
confirmation, and the syndrome of splanchnic neurasthenia — viewed 
from the diagnostician's standpoint — is rather vague and arbitrary, 
for it fits equally well to a variety of tangible intra-abdominal 
disturbances. 

However, in spite of a certain indefiniteness. Abrams' work ap- 
pears to be a decided step forward in the right direction, and it ought 
to occupy a handy place on the desk of every earnest thinker in 
medicine. h. s, 

THE INTERNATIONAL MEDICAL ANNUAL. A Year Book of Treat- 
ment and Practitioner's Index. New York, E. B. Treat & Co. 1908. 

This well-edited year book, which makes its bow for the twenty^ 
sixth time, contains, besides an abundance of therapeutic material, 
numerous diagnostic and prognostic hints. A number of special arti- 
cles hke "The value of fecal examination in chronic disease." "Epi- 
demic cerebrospinal meningitis," "Diagnosis of tuberculosis," "Pul- 
monary tuberculosis," and others, are either entirely or in part de- 
voted to diagnosis and prognosis. 

This work is a trustworthy general source of well-digested mod- 
em medical information. t. f. b. 
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It is hardly necessary to urge upon the modem physician the 
imperative need for the earliest possible diagnosis of pulmonary 
tuberculosis. The profession now realize, and the general public are 
being educated to feel, that with incipient cases a rational regimen 
of out-of-door life, careful feeding and judicious exercise accomplish 
much in limiting the disease. In not a few cases under such treat- 
ment a permanent cure has been affected. But the onset of this 
widespread malady is so insidious, and its early signs so notoriously 
uncertain, that the morbid process often makes substantial inroads 
before the physician is aware. 

With relative dulness over the apices of the lungs, harsh or rude 
broncho-vesicular breathing, prolonged expiration, persistent cough, 
irregular fever and progressive loss of strength and weight it is 
quite safe to make a diagnosis of pulmonary tuberculosis. The 
demonstration of tubercle bacilli in the sputum on repeated examina- 
tion certainly clinches the diagnosis. When, however, the patient 
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simply complains of general weakness, moderate loss of wei^t, 
slight digestive disturbance, and perhaps occasional cough, but pre- 
sents no distinctive physical signs, the matter of diagnosis assumes 
another aspect. It is just here the conscientious practitioner should 
bring to his aid all available diagnostic methods. 

A complete anamnesis and thorough physical examination should 
never be neglected in every case of suspected pulmonary tubercu- 
losis. Clinical examination of blood, urine and sputum is also im- 
perative. Even after the most careful search, in many cases, we may 
still be in doubt as to the true condition. It is in such doubtful cases 
that we must resort to more exact and definite methods of diagnosis. 
Within the last decade a number of earnest workers have turned, 
with no little enthusiasm, to two agents which promise earlier and 
more exact information regarding tuberculosis pulmonalis. Tuber- 
culin and the Rontgen rays have been on trial, and their respective 
merits tested. 

While it is not the direct purpose of this paper to discuss the 
value of the tuberculin test, it is within bounds to state that under 
favorable conditions and with proper precautions it has, according 
to many observers, proved of distinct value in a number of doubt- 
ful cases of incipient tuberculosis,' In the recent volume of Osier's 
"Modern Medicine," Lawrason Brown states that "tuberculin 
should be used diagnostically only as a last resort. When a patient 
with suspicious symptoms, with indefinite physical signs and with 
no tubercle bacilli in the sputum on repeated examinations, wishes a 
positive diagnosis, tuberculin should be administered."" 

More recently c)rto- and sero-diagnosis, and a determination 
of the "opsonic index," have been suggested and tried in doubtful 
cases of tuberculosis. The most recent development along these 
lines is that of the "ophthalmo-tuberculin reaction of Calmette." 
By means of this delicate test it is claimed that a focus of tuber- 
culosis in the body may be made evident by a definite conjunctival 
reaction to one drop of a one per cent, solution in water of dried 
tuberculin prepared according to Koch's original purified tuberculin 
method.* While these newer methods have great promise for future 
diagnostic precision, it must be admitted that it is still too early to 
state exactly what their true value in early diagnosis wUl be. On the 
other hand, with larger experience and more refined technic, the 
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Rontgeti rays have gradually advanced as a diagnostic agent and now 
offer valuable aid in recognizing early changes in the tuberculous 
lung. 

It is manifestly impossible here to enter into an exhaustive re- 
view of the Rontgen rays in the diagnosis of all chest diseases. An 
attempt, nevertheless, will be made to give a just estimate of their 
value in the study of pulmonary tuberculosis. Their relative value 
as an early diagnostic method will be considered, and some principles 
of fluoroscopic and radiographic interpretation pointed out. 

In a review of the literature upon this subject I have been im- 
pressed with its comparative sparsity in English. In German and 
French periodic literature more attention appears to be given to it. 
The lack of suitable radiographic reproductions is also noticeable. 
Some journals, such as the "Archives of the Rontgen Ray" and 
"Archives of Physiological Therapy," contain some excellent articles 
and very good plates. Other scattered articles throughout the medi- 
cal journals have afforded valuable suggestions. Most recent text- 
books on medical diagnosis give only brief consideration of the 
Rontgen rays as a diagnostic agent, while some of the more conserva- 
tive writers dismiss them in a word or two.* On the other hand, 
there are enthusiastic workers in Germany, France and America who, 
from rich experience with the Rontgen rays, have acquired good 
radiographic technic, and these entertain more hopeful views as 
to their probable value in the diagnosis of thoracic diseases. In the 
"Supplement to the Twentieth Century Practice" Knopf and Carl 
Beck' regard the Rontgen rays as of permanent value in the diag- 
nosis of such conditions. 

Such a careful diagnostician as Judson Daland has affirmed 
that "no chest examination is complete without an X-ray examina- 
tion,"' and A. Stanley Green has gone so far as to write that "in uni- 
lateral limitation of the movement of the diaphragm we have . . . 
the earliest sign of pulmonary tuberculosis,"" In his "Rontgen Rays 
in Medicine and Surgery,'" F. H. Williams was among the first, if 
not the very first, to point out this valuable sign of limitation of the 
movements of the diaphragm. Green takes occasion to further re- ■ 
mark that "the X-rays should be used as an aid to diagnosis, and will 
never replace the older method of diagnosis by symptoms and physi- 
cal signs."" A middle ground of opinion is expressed by Lawrason 
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Brown in Osier's "Modern Medicine." He there states that "the 
chief value of the X-ray examination (in pulmonary tuberculosis) is 
for diagnosis, but it may yield valuable information during the course. 
It can hardly be said to repay the study necessary to acquire all the 
details, and should be relegated to the X-ray expert."" Other ob- 
servers are not so optimistic, and claim that while the Rontgen rays 
reveal many interesting conditions in the lungs, they cannot be en- 
tirely relied upon until more definite physical signs are elicited. Be- 
tween these views the opinions-of various workers fluctuate. Never- 
theless, a number of principles have been agreed upon in technic 
and interpretation which will here be considered. 

It is generally acknowledged that the Rontgenographer should 
have special training and experience in the interpretation of his nega- 
tives. He must gradually acquire a technic upon which he can rely. 
As so many factors enter into the production of a satisfactory radio- 
graph, the Rontgenographer must strive to control his results by 
altering not more than one or two factors at a time. It is evident 
that he should be thoroughly conversant with the electric current 
used, the coils or static machine, interrupter, spark-gap, meters, etc. 
The hardness and penetrating power of the X-ray tube should also be 
known. This may be measured with some standard penetrometer, 
as the Walter,' ' or estimated from experience by judging of the spark- 
gap and lighting of the tube. Besides these details the operator 
should understand the development of the negative from start to 
finish. He should acquaint himself with the action of various chemi- 
cals in the manner which they alter the negative." To skilfully in- 
terpret his results the worker must possess a sound knowledge of 
anatomy, physiology and general medicine. A familiarity with nor- 
mal anatomical relations is absolutely essential. Thus equipped 
we may rightly expect from the Rontgenographer interpretations 
of his radiographs which shall prove of distinct and permanent value. 

For the fluoroscopic examination of the chest the following 
general principles may be laid down : 

1. The room should be perfectly dark, the operator having con- 
veniently at hand various switches for the control of his apparatus. 

2. The patient should be stripped to the waist, the clothing be- 
ing arranged so that utmost freedom in respiration is allowed. 

3. As the examination demands, the patient should be placed 
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first with the chest to the fluoroscopic screen and later with his back 
to the same, the arms being raised above the head to av<Md as far 
as possible the shadow of the clavicles over the apices. 

4. The X-ray tube is placed on about a level with the ensifonn 
cartilage at a distance of 18 to 20 inches from the chest. 

5. For a clear cut view and rapid work a fairly hard tube with 
a penetration of 6 (Walter penetrometer) is satisfactory. The 
current, interrupter, and spark-gap should, of course, be regulated 
to meet the demands of the tube. Overheating of the tube is to be 
studiously avoided. 

6. When a radiograph is desired the patient should first lie 
prone on the table with the sensitized plate, film side up, under the 
chest. Another plate is used for the patient lying on his back. For 
special postures ;he thorax may be supported on an inclined plane, 
or kept in position with sand-bags. 

7. In making a radiograph, as in the fluoroscopic examination, 
a moderately hard tube with a penetration of 6 Walter may be used 
at a distance of iS to 20 inches. The arrow of the tube should point 
to about the center of the chest. 

8. The patient is told to take several long breaths and then hold 
the breath while the exposure is being made. In this manner radio- 
graphs with good detail and density have been obtained in from 
one to five seconds. With rapid exposures the study of chest con- 
ditions has been greatly facilitated. Hulst, and a few other workers, 
claim to have produced excellent results in J4 to J^ second exposures. 
In some cases, however, it is absolutely necessary to give longer ones, 
although the shortest exposures, consistent with good results, are 
recommended. 

9. The operator should take reasonable precautions to protect 
himself and patient from needless exposure to the direct and 
secondary rays. This can be done by judicious arrangement of lead 
sheeting, compression diaphragm, and lead glass, 

10. The negative should be carefully watched during develop- 
ment to note the order of appearance of the various parts, and their 
relative densities. It is true that a number of reliable workers place 
the plate in a rather weak developer and allow it to stand covered 
on a rocking device for 15 to 20 minutes. Some good results are 
obtained in this way. But it is more satisfactory to use a moderately 
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strong developer, and observe the development. After a certain 
amount of experience with a standard developer it is convenient to 
set a time for development, although the plate should be inspected 
occasionally. After this the negative must be rinsed in clean water 
and placed in some standard fixing bath. The finished negative 
should show up in good detail and density. A plate which fogs or 
blurs reveals faulty technic. For proper examination of the radio- 
graph an illuminating box should be employed. Much more can 
be seen in a good negative under suitable illumination than in prints 
from the same. 

II. One of the chief difficulties in the examination by means 
of the Rontgen rays has been a certain lack of definition in the 
radiographs due to the development of secondary rays. These ren- 
der the outlines on screen or negative more or less indistinct and 
blurred. A number of workers have sought to get around this diffi- 
culty l^ the use of lead diaphragms which tend to cut out secondary 
rays. Negatives obtained with the lead diaphragm certainly give 
greater definition and, on the whole, are fairly satisfactory, although 
room for improvement remains. The use of such an apparatus for 
the study of limited portions of the lungs has proved advantageous. 
This has been applied in modified form by Albers-Schoenberg." In- 
stead of taking the usual anterior and posterior views of the lui^, 
he arranges the diaphragm so that right and left lateral oblique views 
are obtained through the apices. In this manner it is claimed that 
much better study of the apices can be carried out. By this method , 
it is possible to avoid more of the shadow of the clavicles than is ob- 
tained with the direct anterior-posterior view. While gathering data 
for this paper attention was first called to the importance of this im- 
provement in technic by Professor George Dock. Since then I have 
had the privilege of inspecting one of the original Albers-Schoenberg 
compression cylinders in the possession of Dr. P. M. Hickey,'" of 
Detroit. After viewing some excellent plates obtained with his 
diaphragm I am more than ever convinced of its value. 

The two methods of chest examination now available with the 
Rijntgen rays are by means of the fluoroscope, and with a radiograph. 
For a complete examination both should be employed, as the former 
will reveal a number of changes not recognizable on plate or print. 
The negative, on the other hand, brings out into greater contrast 
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and detail the relative densities of consolidated areas, fibrosis, calci- 
fied tubercles and enlarged bronchial glands. 

In order to interpret the appearance of a tuberculous lung it 
will be necessary to become familiar with a normal one. A few 
words will, therefore, not be out of place regarding the fluoroscopic 
appearances of a normal lung. One of the first things to attract at- 
tention is the excursion of the diaphragm with respiration. This is 
shown by a dense shadow which gradually moves up and down dur- 
ing expiration and inspiration, reaching a higher level on the right 
than on the left side. The height of the diaphragm on both sides 
during quiet and forced respiration may be noted and measured. 
Williams found that the normal average excursion on both sides dur- 
. ing quiet breathing was about 1.25 cm." He determined the aver- 
age excursion between expiration and forced inspiration to be 6.8 cm. 
on the right, and 7.1 cm. on the left side." The movements of the 
diaphragm should be studied both with the chest-to-front and back- 
to-front positions. The positions may easily be outlined with a 
blue pencil on glass or paper placed in front of the fluoroscopic 
screen. 

The ribs appear on the screen as opaque shadows, between 
which the lung tissue will show with more or less translucency. The 
normal lungs are about the most translucent tissues in the body. 
The triangular space at the lower and outer part of the chest, and 
the apices, will appear most translucent, the former being frequently 
taken as a standard of translucency with which to compare other 
parts. The difference in luminosity in the intercostal spaces on both 
sides should be carefully studied, and their relative densities in quiet 
and forced respiration particularly noted. They become distinctly 
more translucent when a deep breath is taken. In a number of 
cases it has been shown that the apex of the right lung normally 
casts a slightly denser shadow than the corresponding part of the 
left. On deep inspiration, however, this usually clears up. Hickey 
has pointed out that "the shadows which emanate from the root of 
the lungs in the normal chest are distinctly those of the larger 
pulmonary blood vessels."" These become congested if the patient 
holds the breath for some time, and give denser shadows. The 
denser shadows cast by the vessels should not be confused with 
pathological conditions which may appear. 
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The shadow of the heart may be easily seen, and its rhythmical 
movements noted. The normal shadow of the heart is rather fully 
rounded below, and roughly pear-shaped. It should appear "plump" 
with a fairly regular outline. Its position, outline, size, and regular- 
ity of movement should be studied. On either side of 'the sternal 
shadow, and along the margin of the heart outline, some observers 
make out a slight mottling and a rather dense fibrous appearance 
due, they declare, to the mediastinal fibrous tissue and some bronchial 
glands. Hulst thinks that such fluoroscopic pictures, described by 
some observers, are quite subjective, and he would lay greater stress 
on the study of well made radiographs. The outline of the heart 
together with some of the mediastinal tissues form what he desig- 
nates as "the H." Upon the mottling of the lung adjacent to the 
heart, and the accentuation of "the H," Hutst lays a good deal of 
stress. In a number of incipient cases of tuberculosis he claims that 
this "H" is accentuated, and enlarged bronchial glands can be demon- 
strated. 

With a chest of pulmonary tuberculosis many workers describe 
a fluoroscopic picture which they regard as highly characteristic. In 
the first place they note an unilateral limitation in the movements of 
the diaphragm on the affected side. This should be studied both 
from the front and back. On deep inspiration the shadow may 
reveal jerky, hesitating, stuttering movements. It may be greatly 
limited or even immobile. Some careful observers avow that this 
unilateral limitation is the earliest sign of pulmonary tuberculosis, 
and can be determined before any other signs are apparent. 

Practically every observer agrees that a difference in the density 
at the apices, as revealed by a difference in luminosity, is a suspicious 
sign, especially if accompanied by the so-called "mottling." These 
differences in density should accordingly be noted and carefully 
marked out. 

While Hulst" recognizes the great value of the fluoroscope in 
the study of the moving diaphragm, heart, etc., he says that he thinks 
a number of pictures described as "mottlings" and "darkenings" are 
purely subjective, it being extremely difficult to obtain uniform re- 
sults for interpretation. For such conditions he prefers a radic^aph 
made by rapid exposure. He then obtains a clear cut, well defined 
negative showing mottling about the bronchial glands, differences 
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in opacity at the apices, and an accentuation of "the H." These 
signs, together with unilateral limitation of diaphragmatic movement, 
give him grounds for pronouncing such a case pulmonary tubercu- 
losis, whether other signs have been elicited or not. 

The position, outline, and size of the heart also give a clue to 
the morbid condition in the lungs. A displaced organ may mean a 
fibrosis in the lung which, by contraction, has drawn it aside. The 
presence of fluid in the pericardium or pleura, or in cavities within 
the lung, may displace the heart. Aneurisms and other tumors may 
produce a similar condition. It has been noted by some writers 
that a small heart in young subjects is frequently associated with pul- 
monary disease, and this suggests a more unfavorable prognosis. 
Patients, especially the young, with small hearts seem to suffer a 
special predisposition for tuberculosis of the lungs. When first 
studying a number of chest plates with Mr, Willey, he pointed out 
to me the irregular outline and flabby appearance of the heart 
shadow in chronic cases of pulmonary tuberculosis. Recently I have 
had the pleasure of seeing some of the plates in the collection of 
Dr. Hickey who also affirms that the irregular, flabby appearance 
of the heart is frequently associated with tuberculosis. When the 
heart shadow loses its characteristic pear-shape, and becomes elon- 
gated and irregular, it should arouse suspicion. Such a heart Hickey 
has aptly characterized as the "Fuzzy Heart." 

With a well-taken radiograph, it has been seen that a number 
of interesting pathological changes may be studied. The radiograph 
certainly reveals many finer details impossible to he seen on the 
screen. It should be remembered, however, that the radiograph 
is in no real sense a picture or photograph of the lungs. It is true 
that the stereoscopic negatives are enhancing the value of radio- 
graphic study, but still a great deal is to be desired from them. The 
radiograph is rather a record of relative densities of the parts ex- 
amined, and should be interpreted in terms of density. 

The interpretation of the shadows of other pathological 
changes in many instances is quite difficult. In giving a resum^ of 
these I cannot do better than to follow the interpretations of G. E. 
Pfahler"«»: 

"Old pleural thickening will be recognized by its greater 
opacity, as compared with norma! lung substance and pleura. 
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Pleural effusions may be revealed by their more uniform density and 
cbange of position, at times, with change in posture of the patient. 
Old calcified tubercles give the most decided shadows, and lesions 
of this kind can be recognized as small as j!^ of an inch in diameter. 
Old scars or fibrous tissue cast a less dense shadow and require larger 
lesions, but they can usually be recognized by their band-like appear- 
ances," 

"Consolidations vary in the density of their shadows with the 
size of the lesion ; but an area one-half inch in diameter can be recog- 
nized in an emaciated person. Consolidations seldom occur singly, 
therefore they give the lung a mottled appearance, except when 
there is massive consolidation. Consolidation can be recognized by 
comparison of the suspected area with that of the opposite lung or 
other parts of the same lung. It is important to note that tubercular 
deposits, or the affected areas lying in different planes, are thrown 
on the plate in one plane, thus giving to the negative an appearance 
of more extensive involvement than really exists." Areas which 
show a distinct increase in transparency are verj- suggestive of cavi- 
ties, especially If they are surrounded with an area of greater dens- 
ity from consolidation. Emphysematous areas are also noticeably 
transparent. A dense shadow may be found on one side of this area, 
but it is likely to have the other side continuous with more or less 
healthy lung tissue, and therefore can be differentiated from the 
cavity." 

The Rontgen rays, then, may prove of value, not only in cer- 
tain cases of incipient pulmonary tuberculosis," but in following up 
the course of a chronic trouble. When lesions are known to exist 
on one side, the rays might prove of distinct value in determining 
whether the other lung was becoming affected. This has been demon- 
strated from a number of plates of competent observers. At best, 
however, it is usually very difficult to detect incipient tuberculosis, 
although sub-acute and chronic forms are readily demonstrated on 
well-made negatives. 

From the foregoing discussion it is seen that the real value of 
the Rontgen rays depends upon many factors. From a review of 
the literature upon this subject, the kindly instructions of Mr. Willey, 
valuable suggestions from Drs. Dock, Hulst and Hickey, and from 
the personal study of a large number of negatives and radiographic 
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reproductions I believe the following conclusions are warranted: 

1. The use of the Rontgen rays in the diagnosis of pulmonary 
tuberculosis requires of the Rontgenographer a thorough training in - 
technical methods of handling his apparatus and in developing his 
negatives. His interpretation of results will depend largely upon 
his general medical training, and experience in studying chests by 
means of fluoroscope and radiograph. 

2. The rays when rightly used offer a valuable aid to the al- 
ready useful methods of physical examination. The latter, however, 
should never be neglected. 

3. While confirming many times the results of the older methods, 
the Rontgen rays have a peculiar value in showing more exactly the 
extent, position, and something of the nature and progress of the 
process in the lungs. The diagnosis of incipient tuberculosis, even 
by means of the rays, is often a difficult matter. Some observers 
claim to have discovered by means of the rays the morbid changes 
Jn an apparently sound lung before they could be elicited with aus- 
cultation and percussion. 

4. With unilateral limitation of the movements of the 
diaphragm; darkening at the apices, or even diffuse haziness, with 
distinct mottling ; accentuation of density about the bronchial lymph 
glands ; relative opacity on deep inspiration ; alteration of the normal 
outline of the heart shadow, we are justified in treating a case as 
incipient tuberculosis, even if other physical signs are absent. The 
presence of distinct areas of calcified tubercles, marked peribronchial 
thickening, infiltration shadows at the apex, and increased trans- 
parency of cavities give us grounds for a definite diagnosis. 

5. In every well-equipped hospital Rontgen ray examinations of 
the chest should be made a matter of routine procedure, especially 
in all Auspicious and doubtful cases. Radiographic study of chronic 
cases may also prove advantageous in watching the progress of the 
lesions. 

6. Finally, no opportunity should be lost to examine post mortem 
findings of patients who have previously had a Rontgen ray examina- 
tion. In this way we may be able to correct faulty interpretations, 
and thus accumulate data for a more rational diagnosis. This has 
largely been neglected in the past, but should henceforth receive the 
earnest attention of all interested in the subject. 
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THE DIFFERENTIAL BLOOD COUNT AS AN AID IN 

THE DIAGNOSIS OF EMPYEMA IN CHILDREN 

By LOUIS FISCHER 

Pediatrist to the Sydenham Hospital, Attending Physician to the Riverside 

and Willard Parker Hospitals 

New York 

The diagnosis of empyema in children is usually easily made. 
Many cases, however, are obscure. It is this class of cases that 
will baffle the physician, and all necessary aids, be they clinical, 
physical or laboratory, should be invoked to solve the question. In 
searching for an empyema one must bear in mind that it is the 
most probable cause of persistent fever following a pneumonia, 
that is, a pleuro-pneumonia. Pleurisy, per se, is frequently over- 

' looked in children, especially so if only a small area is involved. 
Adhesions found post mortem have frequently caused surprise 
when no physical signs were detected intra vitam. 

Empyema may follow any acute infection; thus I have seen 
it during my service at the Riverside Hospital, associated with 
measles. I have also seen it as a complication of and associated 
with scarlet fever. Not infrequently it is found as a complication 
of diphtheria. In like manner I have seen empyema associated with 
follicular tonsillitis, caused by the invasion of the streptococcus 
pyogeneus aureus. 

It is hardly in the province of this paper to deal with the path- 
ology or bacteriology of this disease, but to casually mention a few 
of the noteworthy features, to be considered as aids, in the diag- 
nosis. First, we must rely on the physical examination. Pus, be it 
localized in a small area or spread over a large area, will usually 
give rise to two distinct and cardinal symptoms. They are: dul- 
ness on percussion, and marked diminution or absence of the 
respiratory murmur. The breathing sounds are masked — due to 
the barrier caused by the pus. The temperature curve is peculiar. 
While in some instances the type of the fever is one that will 
suggest intermittent fever, in other cases it may remain at or near 
normal. 

Many cases of empyema give rise to symptoms which form a 

.clinical picture almost identical with malaria, that is, a picture in 
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which the fever is higher in the evening, with a morning remission 
of at least one or two degrees. Thus a temperature of 103 de- 
grees F. in the evening will be about lOi degrees F, in the morning. 
Along with this rise of temperature there may be chills and per- 
spiration, usually during sleep. Pains in the muscles or malaise 
and a tired feeling is usually described. Cough is frequently present. 

Grocco's triangle is not sq easily mapped out. While it may 
be an easy matter for an expert, the general practitioner will require 
considerable experience before familiarizing himself with this phe- 
nomenon. 

The blood examination is to me the most valuable aid in 
strengthening the diagnosis. The following cases were seen by me 
recently in consultation, and will give a fair idea of the value of 
the differential leucocyte count in determining the probable pres- 
ence of pus, 

Sidney L., 5 years old, was seen by me in consultation with 
Dr. S. Herman, of Brooklyn, Eighteen days ago he had an attack 
of tonsillitis lasting three days. There was nausea and vomiting. 
No eruption, no exanthem, A few days later had a chill and sore 
throat and swollen joints. Recovered from this second attack in 
about two days. The temperature since the first attack has varied. 
In the beginning it was 104 degrees F. and now remains at loi. 
The child complains of headache and is inclined to constipation. 
When seen by me during the third week of illness, the urine was 
bloody and very scant. It contained albumin and granular casts. 
The child coughed continuously. There were rales scattered over 
both sides of the thorax. Percussion was resonant on the left side, 
marked dulness on the right side, lower lobe. The physical signs 
showed almost an absence of the respiratory murmur. From the 
previous history of throat symptoms and the temperature which 
rose to 104 degrees F., the vomiting and the hemorrhagic neph- 
ritis, I diagnosed a typical scarlet fever. The blood examination, 
made by Dr. F. Sondem, was used as an aid to the diagnosis of 
empyema. It showed 

Small lymphocytes 15.2 per cent. 

Large lymphocytes 2.0 per cent. 

Polynuclear neutrophiles 82.4 per cent. 

Eosinophiles 0,4 per cent. 
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The high polynudear percentage supported my diagnosis of 
empyema, and the exploratory puncture revealed pus, of which I 
succeeded in removing 240 cc. An uneventful recovery followed. 

Case II. — Hyman F., 20 months old, was seen in consultation with 
Dr. P. Sussman. During the second week of scarlet fever, the 
temperature suddenly rose to 105 degrees F., respiration to 60. 
pulse to 150, There was bronchial breathing and marked dulness 
on percussion. The diagnosis of lobar pneumonia was made. Two 
weeks later I was again asked to see this case because of marked 
dyspnea and cyanosis. The respiratory murmur on the affected side 
was distant. Marked dulness, in some areas flatness, was noted. 
Friction sounds could be heard. The temperature remained between 
loi and 102 degrees F. The blood examination, made by Dr. Bran- 
ner, showed the following: 

Large lymphocytes 9 per cent. 

Small lymphocytes 22 per cent. 

Polynudear neutrophiles 62 per cent. 

Eosinophiles I per cent. 

Basophiles I per cent. 

Transitional 2 per cent. 

Mononudear 4 per cent. 

The polynudear percentage of 62 per cent., in this case, ex- 
cluded the probability of the presence of pus. An exploratory punc- 
ture revealed a serous liquid which flowed freely, so that I could 
easily aspirate 240 cubic centimeters. The examination of this ef- 
fusion showed : 

Polymorphonuclear neutrophiles 55 per cent. 

Lymphocytes 45 per cent. 

By comparing the differential blood count in the two cases just 
cited it is easily seen how valuable the examination of one drop of 
blood can be in strengthening the diagnosis of empyema. 
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I. A CASE OF PYLORIC CANCER; GASTRECTOMY; 
GASTRO-JEJUNOSTOMY— NO EVIDENCE OF RECUR- 
RENCE AFTER NEARLY TWO YEARS, WHEN 
OVARIES WERE REMOVED FOR SARCOMA— 
11. TWO CASES OF VERY EARLY CANCER 
ABOUT THE PYLORUS 
Bv JOHN B. DEAVER 
Philadelphia 

I. The cases of gastric carcinoma that ultimately reflect credit 
upon modem surgerj- are, unfortunately, not many. Patients with 
this lesion usually have to run a long gauntlet of doubt and delay. 
Even early removal of a small grovrth does not guarantee exemption 
from recurrence. Richardson removed a breast in the center of 
which was found a nodule of cancer not larger than a pea, and 
says: "This patient was given the very best chance of permanent 
recovery, for it was the earliest and most favorable case upon which 
I have ever operated. By the perversity of things and from causes 
which no one understands, this patient in a comparatively short 
time died of a general metastasis." 

The following case shows^ two main features of interest. In 
the first instance, a thorough post mortem examination two years 
after resection of the pylorus failed to reveal any sign of recurrence 
of cancer. In the next place, but few patients undergo the rare 
experience of being attacked consecutively by cancer and sarcoma. 
Again, the history of dyspepsia extending over zYi years illustrates 
forcibly Richardson's warning "that persistent gastric symptoms be 
not dismissed as dyspepsia." I myself have recently pleaded for 
an exhaustive study of patients exhibiting chronic dyspepsia. 
(Bost. Med. and Surg. Jour., January 9, 1908.) 

Case I. — Mrs. E. B., aged 56, wool-grader, was admitted to the 
German Hospital May 16, 1906, with a history of dyspepsia during 
the past 2>4 years, and loss of 90 pounds in weight in the same 
time. For about a year vomiting was present, at first immediately 
after meals, and later, vomiting of retention of one or more days' 
food. Several months before admission the patient vomited clear 
red blood, but no coffee-ground material. There was never any 
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pain, only an uncomfortable feeling when the stomach was full, 
and even this is absent after relief by vomiting. ■ Complained of 
eructations of gas. 

Examination showed emaciation, and the stomach dilated later- 
ally and 3 cm. below the umbilicus. A mass was felt below the right 
ninth costal cartilage. 

The hemoglobin was 72 per cent. ; reds, 3,880 ; whites, 5,200. 

A diagnosis of carcinoma of the pylorus was made, and at opera- 
tion the neoplasm was found involving and completely stricturing 
the pylorus. {See illustration.) The pylorus, tumor and adjacent 
part of the stomach were removed, and a posterior gastro-jejunostomy 
performed. Pathological examination revealed carcinoma. 

When the patient re turned, April 27, 1908, nearly two years later, 
she said that her symptoms were immediately relieved, and that her 
weight had increased from 115 pounds before the operation to 
185 pounds afterwards, and that she retained this increase until 
three months ago. 

For the past three months the patient has complained of drag- 
ging pains across the back and vesical irritation — frequent micturi- 
tion, etc., and occasional vomiting of bile. She has gradually been 
losing strength, appetite and 15 pounds. Her menopause occurred 
7 years ago, and she has had no discharge or any other pelvic symp- 
toms since then. Her abdomen has always been prominent, and she 
was unaware of any abdominal growth. 

Examination of the heart revealed weak and muffled sounds. 
The abdomen was prominent and protruding. Large, firm tumor 
masses were felt above the pelvic brim. There was shifting dulness 
in the flanks. Pelvic examination palpated a firm mass on each side 
of the uterus, but the uterus was not enlarged. 

The question of recurrent carcinoma of the stomach was sug- 
gested by the occasional vomiting, and the loss of flesh and 
strength. The presence of metastatic cancer was suggested by the 
ascites and the pelvic tumors. After carefully studying the case, 
I decided that the pelvic tumors were sufficient to account for the 
vomiting, which was therefore reflex. Hemoglobin yy per cent; 
whites, 11,800. 

At the second operation the stomach was found in good condi- 
tion and free from new growth. Considerable ascitic fluid was 
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present. A large, roughly nodular, firm mass involved each ovary, 
the right being about the size of double fists, and the left about three 
tipies as large. The left mass was adherent to the floor of the pel- 
vis and the fundus of the uterus. Complete supravaginal hysterec- 
tomy was performed. 

During the operation the patient took ether badly and received 
2,200 cc. of saline solution, intravenously on the operating table. 
Twelve days after operation the patient developed broncho-pneu- 
monia and died. 

Pathological Report, — The specimen consists of two masses 
of tissue. The larger measures 29x13x100 cm.; the smaller 
12x9x5 cm. Lobulated, nodular and firm. The cut surface ap- 
pears divided into lobules and is very uniform, milk-white in 
color, not friable, and feels quite fibrous. The same description 
holds for the larger mass. The uterus appears infantile, and meas- 
ures 2x2.5x2 cm. The endometrium, metrium, and parametrium 
are normal. 

This case illustrates well the bright possibilities for cure when 
the zone of resection clears the area of the neoplasm by a goodly 
margin. The modem operation for mammary cancer demands re- 
moval not only of the whole breast, but of the subjacent pectoral 
muscles and enlarged regional lymph-nodes as well. Therefore it 
behooves us in gastric cancer, also, to intercept cancer cells on 
their way to lymph-nodes, and the nodes themselves, and to accom- 
plish this a wide sweep of the growth must be made. 

II. These two cases of very early carcinoma emphasize the 
following statement by Moynihan : "At this moment the most ex- . 
pert clinician in the world cannot make an early diagnosis of cancer 
of the stomach. If, then, patients suffering from this disease are to 
have any hope of cure it is undeniable that the diagnosis must be 
made by inspection of the parts during life. I think there can 
hardly be a more promising occasion for the study of the pathology 
of the living than that afforded in the case of carcinoma of the 
stomach," 

A. Carcinoma of Pylorus; Partial Gastrectomy; Posterior 
Gastro-exterostomy ; Recovery 

A. F,, male, aged 39, admitted to the German Hospital Janu- 
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ary 8th and discharged January 27, 1908. For the past six years at 
intervals of from four to six months, and with duration of from 
four to eight, weeks, complained of pain under costal margin, at 
ninth right costo-chondral junction, and extending from this point 
to the right. 

The last exaggeration of symptoms began about two weeks 
ago. For the past two months, aside from pain under the costal 
margin, has had about twice daily darting pain in the epigastrium, 
referred through to back. 

Now has pain just before eating and from two to three hours 
after eating. Suffers much ft-om borborygmi. 

Clinical examination revealed a thin, rather poorly nourished 
man, with sallow complexion. The organs were apparently normal. 
The stomach capacity was 1,200 cc. 

Examination of the stomach contents revealed no free hydro- 
chloric acid, nor lactic acid, but total acidity of only 1.85 ; no Oppler- 
Boas bacilli were found. The stools revealed occult blood. 
Hemoglobin, 95 per cent.; reds, 4,880,000; whites, 9,100. Diflferen- 
tial leucocyte count, polymorphonuclear cells, 66.5 per cent. ; small 
mononuclears, 12 per cent.; large mononuclears, 12.5 per cent.; 
eosinophiles, 3 per cent.; transitional, 6 per cent. 

At operation, a small, bard mass was felt on the inferior wall of 
the pylorus. There were adhesions between the gall bladder and 
the under surface of the pylorus, and many about the pylorus 
and first part of the duodenum. 

Resection to the extent of the proximal two inches of the 
duodenum, and of the distal four and a half inches of the stomach 
was made, and posterior gastro-jejunostomy performed. 

Minute examination of the growth revealed adenocarcinoma. 

Here, then, is a patient who complained merely of dyspepsia 
and a fixed pain. There was no vomiting of coffee-ground material ; , 
there were no Oppler-Boas bacilli or lactic acid. See how stealthily 
the cancer was invading the stomach. 

B. Carcinoma of the Duodenum; Excision of the Duodenal 

Wall; Enterorrhaphy ; Posterior Gastro-jejunostomy: 

Recovery 

W., female, aged 44; Hungarian; domestic; admitted to the 
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German Hospital November 13th and discharged December 11, 
1907. 

On account of the patient's unfamiliarity with any language 
known to the staff a very brief history only could be obtained. 

For the past four months had vomited soon after meals. For 
the past two weeks had had epigastric pain. 

Clinical examination revealed a yellowish complexion; tongue 
heavily coated with whitish fur, and tip red ; breath extremely 
fetid. The abdomen showed tenderness midway between the ensi- 
form and the umbilicus, and a little to the right of this region. 
Stomach capacity, 1,500 cc. Examination of the stomach contents 
revealed no abnormality. Hemoglobin, 75 per cent.; reds, 5,040,000; 
whites, 8,000. 

At operation, on the anterior wall of the first portion of the 
duodenum was a hard, infiltrated area, less than the size of the 
little finger nail. This was removed, and the rent repaired. Pos- 
terior gastro-jejnnostomy was performed. Many fine and dense 
adhesions were found between the stomach and liver, and between 
the duodenum, gall bladder and stomach. 

After the operation there was no vomiting as long as the patient 
remained in the hospital. 

Histological examination of the growth revealed evidence of 
chronic ulceration of the duodenal mucosa, and inflammatory hyper- 
plasia with cystic dilatation of the ducts. Below the submucosa, and 
intimately adherent to it is a carcinoma of the adenomatous type, 
seemingly derived from the pancreas, of which tissue there are some 
areas in the section. 

My reason for not making a resection was on account of the doubt 
of the character of the mass removed and again intending to do a 
second operation. The patient developed a post operative mania. 
It was now learned that the patient was the subject of maniacal 
attacks, therefore I deemed another operation inadvisable. 
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APPENDICITIS : EXTRA SIGNIFICANCE OF LEFT SIDE 
PAIN 

Bv JOHN F. ERDMANN 
Clinical Professor o£ Surgery, University and Bellevue Hospital Medical 

New York 

On several occasions I have called attention to the possibility 
of pain being misplaced in cases of appendicitis in children, (New 
York Medical Journal, March 19, 1904; New York Medical Record, 
May II, 1907). I also have called attention to the following, to me, 
practically pathognomonic sign : "Almost invariably the little patients 
place their hands in the region of the appendix to ward off manipu- 
lation in this region." 

I wish in this contribution to call attentioji to the significance 
of pain when present {in children as well as in adults) in the left 
lower quadrant. For more than a half decade I have called the at- 
tefltion of my consultants and students to the fact that pain preserit 
in the lower quadrant with evident tenderness, pain .and resistance 
in the right quadrant, appendicitis in other words, and without any 
marked evidence of abdominal distention, signifies free fluid in the 
pelvic cavity, varying in character from a serous to a sero-purulent 
or purulent nature, although the appendix, and abscess if present, 
is thoroughly walled off. I do not recall making a failure in this 
diagnostic factor in a single case during this period of time ; and in 
making such a statement I do not wish to be understood as includ- 
ing the ordinary amount of peritoneal fluid one usually finds in the 
pelvis, but a quantity in excess to such a degree as to be measurable 
in ounces or half pints. 

Naturally the early recognition of this symptom, which is an 
early precursor of general peritonitis, aids us in our prognosis and 
gives us more definite reason fdr demanding emergency operative 
interference. This symptom or sign must not be confused with 
Blumberg's, in which the pain is increased upon releasing the palpat- 
ing hand; while in the symptom just recorded the pain is evidenced 
upon pressure; nor with the left sided pain seen frequent enough, to 
be confusing, in the early period of this disease, that is, in the first 
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few hours or a day, which is significant otily as an expression of 
the sympathetic system, or as in extremely rare instances of a dis- 
placed appendix. 

In my paper, "Appendicitis in Infants and Children," {Medical 
Record, May ii, 1907) I recorded one hundred cases in a period of 
five years. Of this number in over 33 1/3 per cent, this symptom 
was present. — That this occurs in adults I can also state with a de- 
gree of positiveness, but it is, at least in my experience, not so fre- 
quent as in children. 

On June 7th of. the current year I was called to see a male, 
thirty-seven years of age, who gave a history of two days' illness, 
temperature 103 2/5 degrees F., pulse 126, exquisite tenderness on 
his right side with marked resistance, and a mass that was quite dis- 
tinct under ether. There was pain in his left side of the character 
described, and with all the evidence of Elumberg's sign. This latter 
sign I consider only»as expressing evidence of an acute or subacute 
inflammation in the abdomen or pelvis. I made a diagnosis of gan- 
grenous appendicitis with walling ofE, and in all probability free 
fluid in quantity in the pelvic cavity. 

Upon opening the abdomen a perfectly walled off, completely 
gangrenous appendix, with three foreign bodies and perforated, was 
found, while a full pint of sero-purulent fluid was evacuated from 
the pelvis. 



A PATHOGNOMONIC SYMPTOM (OR SIGN) OF APPEN- 
DICITIS NOT HITHERTO DESCRIBED 

Bv H. ILLOWAY 
New york 

The diagnosis of appendicitis is not always as simple a matter 
as is commonly believed. Even when the classical symptoms of the 
acute form of the disease, great pain in the right half of the lower 
abdomen, great sensitiveness to the touch there, elevation of tempera- 
ture, even contraction of the abdominal muscles, are present, it is 
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not necessarily the appendix that has produced these phenomena.^ 

Much more is this true of the ambulant cases, those cases in 
which the patients go about, pursue their vocation, and at times 
complain of pain in the right half of the lower abdomen — over Mc- 
Bumey's point, in the inguinal region, or even about the umbilicus. 
The factors that may cause this particular localized pain are quite 
numerous and have already been enumerated, in part, elsewhere.* 
I myself have met with some cases of great interest in this respect, 
and shall take occasion to report them more in detail in a further 
study of this subject. 

The very first and most important question that confronts the 
physician when consulted by a person of this group, or even when 
called to a case of a more acute character, is. Is this appendicitis? 

Even though by the aid of the various diagnostic measures some 
other ailment, one that can give rise to all the various phenomena 
pertaining to the particular disease under consideration, is discov- 
ered, the question as to the presence or absence of appendicitis of 
an acute, subacute, or chronic character is thereby not yet definitively 
determined. The appendix may have become involved in the primary 
malady, and grave consequences might result from its being over- 
looked. This is well shown by the following Case which came under 
my observation in 1890 : 

Mrs. S., 35 years old, married, no children (had a miscarriage 
in the second year after marriage and had not been pregnant since), 
5 feet tall, weighing 155 pounds, rather robust and roseate in 
appearance. For a number of years she complained at times of pain 
in the right half of the lower abdomen; the pain was not severe, 
but annoying. However, as she had no fever with it and it did 
not prevent her from attending to her household duties and her social 
engagements, she paid but little or no attention to it. Finally, and 
chiefly from a desire to have a child, if possible, she placed herself 
in the care of a gynecologist, who, after he had examined her, in- 

1. La Presse Midicale, 1906, No. 65. A Propos de L' Append icite. Par 
M. J. L, Faure, Professeur a^reg^, Chirurgien de I'ljopital Tenon. The 
Lancet (London), May 23, 1908. The Use of the X-Rays in the Diagnosis 
of Appendicitis and some other Abdominal Conditions. By Sir W. H. 
Bennett. 

2, Loco citato. 
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formed her that she had chronic inflammation of the right ovary, 
a backward displacement of the cervix uteri, and several other minor 
derangements of the genital organs. Local treatment was applied 
and was continued for quite a long time. Early the next morning 
following the day upon which she had received her last treatment, 
which she said had been unusually severe and forcible — a sort of 
massage and pushing lip, as she explained it, so that she suffered 
much on the walk home, she was seized with a terrific pain in her 
abdomen, such as she had never experienced before. Suddenly the 
severity of the pain abated and she felt as if something were running 
from her vagina. She held a basin to herself and a quantity of fluid, 
purulent and containing some shreds, was discharged into it. 

I was called to see her some three or four hours later. I found 
her lying on a sofa, dressed, suffering considerable pain, with marked 
tenderness over the abdomen, and feeling very weak, but not col- 
lapsed. She showed me the fluid that had come from her, and it 
was just as described. I prescribed morphine, J4 of a grain, to be 
repeated in half an hour to an hour, and after that pro re nata. On 
my second visit, three hoprs later, I made the diagnosis of rupture 
into the vagina of a chronically inflamed appendix, and advised her 
instant removal to a-hospital with a view to an immediate opera- 
tion. At the request of the husband, the gynecologist who had hith- 
erto treated her was called in to do the operation. He came and 
made a diagnosis of hematocele and adhered thereto until on opera- 
tion the ruptured appendix was demonstrated in unmistakable 
fashion. 

In the course of practice I have time and again met with the 
conditions referred to, and have always felt the responsibility rest- 
ing upon me in advising or counselling as to the one or the other 
course to be pursued. In fact, I have felt the responsibility much 
less when I could advise and even urge operative interference than 
otherwise. 

In the procedure of these examinations there developed itself, 
naturally, as it were, one sign or symptom which I have come to look 
upon as pathognomonic of appendicitis, and which has been of the 
greatest service to me. 

It is elicited in this manner : 

The patient is placed at full length upon the operating table 
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or chair for the purposes of examination. This is made in the usual 
way, and when all the data have been obtained I tell him or her, 
(a) to flex the leg upon the thigh and the thigh upon the trunk, 

I now ask if the movement, or rather the upward pressure thus 
made, causes any pain or soreness in the lower portion of the right 
half of the abdomen, »'. e., the appendicular region. 

If the answer is "no" or "very little," either I myself, flex (ft) 
the thigh more closely, more forcibly upon the trunk or direct the 
patient to do so. Again I inquire, does it cause pain or soreness, 
or does it increase the pain or soreness? 

I now have the patient, (c) extend the leg to full length with 
a quick and rather sudden movement, and ask whether this has 
caused any pain or soreness. 

If neither of these movements has caused any appreciable pain 
or soreness, I direct the patient to execute the same movements with 
the left leg, and to compare the sensation produced, as to whether 
it is any different from that caused by the right leg, or whether it 
is the same on both sides, 

I have found that invariably (and in a number of instances this 
has been verified by a subsequent operation) only when appendicitis 
was present, whether as the primary malady or as a secondary in- 
volvement, did the flexion of the thigh upon the trunk give rise to a 
feeling of pain or a sensation of soreness — deep down (as the pa- 
tient would say) ; and even when this was not so marked the rapid 
extension would cause quite an accentuation of it. 

It may happen that the more forcible flexure of the thigh (fc) 
upon the trunk may cause some slight pain or soreness, but if this 
is not due to an appendicitis there will be no pain or soreness on 
extension. 

It is the pain or even soreness produced both an Hexton and 
extension — and I lay the greater stress on the extension — that I 
regard as a positive and unfailing sign of the presence of appendi- 
citis. 

In addition, this sign or symptom has the further advantage 
that it will furnish us, by the degree of pain or soreness produced by 
the movements, with valuable indications as to treatment, as to 
whether we should advise an early operation or whether we may, with 
safety to the patient, attempt the cure of the ailment by other measures. 
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In conclusion, I would add that this symptom su^ested itself 
to me from this : A person with whom it was a question of appendi- 
citis or not came for examination, and, while lying on the chair, said 
that he felt the pain in walking. To discover whether the walking 
really caused pain in the appendicular region, and, if so, the degree 
of pain caused, I had him while he was thus lying there, execute 
the movements just described, which resemble somewhat those made 
in the act of walking. 



THE DYSPEPTIC TYPE OF APPENDICITIS 

By CHARLES GREENE CUMSTON 
Boston 

In a most interesting paper entitled "Chronic Dyspepsia" from 
the pen of Dr. John B. Deaver, which appeared in the Boston Med- 
ical and Surgical Journal, January 9th of this year, he says : "I there- 
fore have no hesitancy in stating that the appendix is the most 
frequent, but the least rec<^ized, cause of chronic dyspepsia." 
Similar statemnts have been made by Dr. James G. Mumford, of 
Boston, in a paper published a year or so ago in the New York 
State Journal of Medicine, and from no little personal experience 
I am led to believe that the truth of these statements is undoubted. 
In young children, that form of dyspepsia characterized by paroxys- 
mal vomiting is not infrequently symptomatic of chronic appendicitis, 
an interesting point in symptomatology to which I shall refer more 
lengthily in another paper. 

As I understand it, the dyspeptic type of appendicitis may undergo 
its evolution under several different aspects, but whatever may be 
the type, the digestive disturbances are always the same and the 
cases differ from one another only by the presence or absence of 
attacks of appendicitis at the beginning or during the progress of 
the affection. By the grouping of the attacks, their manner of 
appearance and their symptom-complex, a fairly good clinical classi- 
fication can be made. The digestive phenomena observed may 
involve the entire gastro-intestinal tract, and each portion of the 
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latter has its own particular manner in reacting to the lesion in the 
appendix. In order to faciHtate the study of this question, I shall 
consider the symptwns presented by the tongue and those of gastric 
and intestinal origin. 

The tongue in cases of appendicitis is, in point of fact, quite 
important to know about, although it cannot be said to be absolutely 
characteristic. In most cases of the type considered in this paper 
it is covered with a thick, grayish coat, excepting at its point and 
on the borders. It is apt to be dry, and to this is added a diminished 
amount of saliva, whidi contributes to the rather marked thirstiness 
observed in these patients. 

The stomach also reacts from the presence of the lesion in the 
appendix, and frequently it is for gastric symptoms alone that the 
patients consult the physician. Little by little the appetite dimin- 
ishes, and it soon reacts on their general condition. This anorexia 
is also sometimes accompanied by a decided distaste for food, 
principally for sauces and red meat. Finally, the patients are reduced 
to a diet of milk and eggs. If they continue to indulge in food that 
experience has shown to be bad for them, the result is diarrhea pre- 
ceded by painful phenomena due to indigestion. Diarrhea, however, 
is infrequent, because the patient will abstain from food which he 
knows his stomach cannot take care of. 

Often it is this particular type of anorexia which is met with ; 
the patients do not eat, not because there is loss of appetite, but for 
the reason that they know only too well that the ingestion of food 
will bring about an attack. In some cases oi the acuter variety the 
patient is seized with severe abdominal pain after eating, and it is 
so severe that of their own accord they avoid food. In other cases, 
even when the painful phenomena are not so accentuated, they never- 
theless weigh upon the patient's mind when the time of digestion 
approaches. At this time they complain of a tight feeling in the 
region of the stomach, giving rise to considerable fatigue and 
occasionally dyspnea. Anorexia and epigastric pain represent the 
two first symptoms of gastric origin complained of. A decided 
tardiness in the functions of digestion should also be referred to. 
After eating, a sensation of heaviness and fatigue is complained of, 
resulting in an absolute inaptitude for work, and there may even be 
somnolence. There is flatulency and distention of the stomach, and 



,y Google 



256 The Archives of Diagnosis 

not infrequently these subjects are treated as cases of dilatation of the 
stomach or other lesions. 

Vomiting is infrequent, and, in point of fact, gastric atony dom- 
inates the entire symptomatology. In the few cases where vomiting 
easily occurs it may be due to hypertonia with hyperpepsia, but as 
yet this statement cannot be affirmed, because this condition of affairs 
is rather the exception. The belching; of gas and nausea are more 
common, and in almost all cases I find it mentioned in the history 
of the case. 

Palpation and percussion give little information and, at the 
most, only show that there is dilatation and atony of the stomach. 
Palpation is not painful, and the infrequent instances where the 
epigastric region is sensitive only lead to an erroneous diagnosis. 
Ewald states that analysis of the gastric contents throws no light 
upon the condition. 

Beside these gastric symptoms we must consider the intestinal 
disturbances, which in some instances may, in order of development, 
precede the former. Constipation is the first symptom, and it would 
appear that this is nothing new, because in point of fact it is one 
of the most constant symptoms of ordinary appendicitis. But I 
would point out that it is not that form of constipation with which 
one is dealing here, and this symptom acquires, in the dyspeptic type 
of appendicitis, a special diagnostic value on account of its early 
devel<^ment and tenacity. In these cases it has been present for 
months, or even years, and very often it has been for a long time 
the only symptom of the affection. These patients suffering from 
this constipation, which has a very unfavorable action on the digest- 
ive tract and nervous system, are constantly under medical treatment, 
which usually is completely unsuccessful. Alternatives of consti- 
pation and diarrhea are not frequently noted. 

Painful phenomena may sometimes be quite pronounced, and 
when this is the case they are met usually in the form of generalized 
colic without any precise localization in the right iliac fossa; they 
occur after eating and may be so severe as to cause the patient to 
cry out. In some patients one will meet witii colics arising in the 
large intestine, such as are met with in muco-membranous colitis, a 
condition of affairs which is not made for facilitating the diagnosis, 
all the more so from the fact that the latter affection may occasion- 
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ally complicate the dyspeptic type of appendicitis. Palpation and 
percussion show a distention of the cecum and entire colon, and, 
like the stomach, intestinal atony and paresis is the cause. 

All these digestive disturbances have an unfortunate effect on 
the general condition and nervous system of these patients. Being 
insufficiently nourished they lose flesh, oftentimes with extreme- 
rapidity. At the same time the general health becomes poor and, 
from the lack of nutrition, an extreme weakness and constant 
fatigue are complained of. In some cases, more particularly in 
young women, the general lassitude may reach such a degree that 
they remain in bed the greater part of the time. The skin becomes 
pale, or sub-icteric, and one may, under the circumstances rightly 
suspect the possibility of malignant disease. This condition has been 
termed by some French writers as "appendicular cachexia," and, al- 
though somewhat pretentious, this term is not too exaggerated for 
certain clinical types encountered in practice. The clinical picture 
is not always so bad as just described and there are many shades 
which vary accordii^ to the case. 

Nbrvous phenomena are rarely wanting in this symptom com- 
plex. The patients become irritable, mentally disturt>ed and finally 
end up as hypochondriacs, while, in the female, various phenomena 
of hysteria become manifest. In some cases I have known genital 
incapacity to result which greatly contributed to exaggerate the 
neuropathy which, in itself, was the cause. 

Given these digestive and general symptoms what disturbances 
are to be noted in the appendix itself? From this standpoint we 
must consider the patients during or between the attacks. In the 
typical form of dyspeptic appendicitis there are no attacks of ap- 
pendicitis, properly speaking, but, if one carefully goes into the 
history of the case, or if the patient is followed for a certain length 
of time during the prc^ess of the affection, one will always find very 
slight attacks with a little rise in temperature accompanied by some 
abdominal pain on the right side of the abdomen. Thus, as will 
be seen, the sj'mptoms are far from being like the alarming and 
sudden ones encountered in the ordinary attack of appendicitis. 
Occasionally, one will meet with cases where the painful spot will 
be found in the neighborhood of the liver, accompanied by a slight 
attack of indigestion, but which passes by unnoticed, being concealed 
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by the other digestive troubles which predominate and this, of 
course, renders the diagnosis still more difficult. Other than the 
symptoms already mentioned, there is little else to be noted. There 
is no spontaneous pain at McBurney's point, but an attentive exami- 
nation, if the patient is thin,- will reveal to the examining finger a 
little indurated mass, representing the appendix, and which by deep 
palpation, is somewhat sensitive. Less frequently does one find a 
mass in the right iliac region, so often detected in recurrent appendi- 
citis of ordinary evolution. Occasionally, however, one will en- 
counter a case where, during the progress of the other symptoms, 
a true inflammatory attack in the appendix will develop. In this 
case, the diagnosis is made easy and the other symptoms presented 
by the patient do not lead to an erroneous dii^osis. But, iii most 
cases under discussion, during the periods, often of long duration, 
where the dyspepsia alone persists, the causative lesion may make 
itself evident by a number of indications which, although not appar- 
ent, will allow one to recognize them, I here refer to McBurney's 
painful point, when deep palpation is made over it, because the 
patient will not usually refer to it, as it gives rise to no spontaneous 
pain. At the most he may occasionally refer to an indefinite pain 
in the cecal region, which should lead to an attentive examination. 

From what has been said there would seem to be nothing pathog- 
nomonic by which to distinguish the dyspepsia of appendicitis from 
other types of dyspepsia. One is dealing with an atonic dyspepsia 
with hypochlorhydria, which in no way diffCTS from other types of 
this condition. One cannot ask diagnostic elements from these 
gastro-intestinal symptoms which they cannot give, and their only 
interest is in putting the medical man on the right track for diagnosis 
and, without belonging especially to the disease with which we are 
now concerned, some of them may by their physiognomy and ar- 
rangement give 3 clue. 

In the first place, the habitual constipation should attract at- 
tention. Its manner of appearance which is occasionally quite sud- 
den and its persistency in spite of the most varied medical treat- 
ments, are quite characteristic. The anorexia also has a certain 
peculiar and distinctive character. The distaste for certain food 
occasionally presents an elective character which should always be 
recalled, and particularly, the repugnance for red meat and sauces 
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is not without importance. But it is above all the kind of anorexia 
which is occasionally very characteristic. In point of fact, it is 
not a real loss of appetite that these patients complain of, they are 
hungry, but they do not take food because they well know that 
it will give rise to pain and other distressing symptoms during di- 
gestion. As has been pointed out, chemical analysis of the gastric 
contents does not seem to throw much light on the question. 

All this would be insufficient for a diagnosis if, beside the 
digestive disturbances, the clinical examination did not offer other 
more characteristic evidences, which, when dealing with a suspicious 
^pe of dyspepsia, will allow us to affirm its appendicular origin. 
I here refer to the patient's history of his case, the detection of a 
mass in the right iliac fossa and the pain over McBurney's point. 
These signs are fundamental and always aid the diagnosis. 

As to the indications given by the patient they shouFd deal with 
either typical appendicular attacks or what may be called latent 
attacks. It is only by carefully sifting out the patient's antecedents 
that one will discover that the dyspeptic presented at the commence- 
ment, or during the development of his affection, one or more dis- 
tinct attacks in the appendix. These patients, believing that the 
connection between the two affections is of no consequence, will 
usually omit referring to the iliac fossa, or, if attention is brought 
to this by questions, the physician oftentimes neglects to make a 
connection between the two. 

These attacks, as I have said, do not always arise, but when 
they have occurred, they represent a symptom of very great impor- 
tance, although I would insist that an absolute importance should not 
be given them. The dyspepsia may exist without attacks of appen- 
dicitis, and, nevertheless, be the result of either a latent or a frank 
appendicitis. On the other hand, if one or more attacks of appen- 
dicitis have been discovered in the history of the case, one must 
not conclude with certainty that the case is one of dyspeptic appen- 
dicitis, because any case of dyspepsia may develop an attack of 
appendicitis and recover completely. It is only by a minute examina- 
tion and a careful consideration of all the symptoms present that 
one may finally realize the relation of the cause and effect which 
often exists between these two syndromes. In certain cases the 
search for the relationship between the two affections is very much 
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easier and here I refer to those instances where the acute attacks 
of appendicitis are distinct and frequent in occurrence, so that their 
influence on the digestive tract causes the patient to notice it him- 
self. On the other hand, numerous are the cases where the causa- 
tive lesion never gives rise to an acute attack, or if anything is noted, 
it is merely a latent condition in the appendix. These disguised ap- 
pendicular attacks may cause an erroneous diagnosis instead of lead- 
ing to the correct one if they are not looked for, or are ignored. 
Many are the patients who, for a long time, have suffered from re- 
peated attacks of indigestion, enteritis, nephritic, or hepatic colic, who 
in reality were suffering from a latent appendicitis. Given these 
facts, the practitioner should always be suspicious when dealing 
with this condition of affairs, and he should recall that appendicitis 
may take on almost any disguise and, if there is any doubt as to 
the correct diagnosis, the latter affection should always be seriously 
considered. 

All these facts should be carefully searched for in the medical 
past of the patient. True, they are not always of a rigorously de- 
cisive value, and, besides the restrictions already mentioned, it 
should be noted that certain patients have a tendency to exaggerate 
and reply too affirmatively to questions asked, while others, on the 
contrary, forget the pain which, on account of its slight intensity, 
gave rise to no disquietude. The able paper on the value of clinical 
histories published in the Boston Medical and Surgical Journal, 
April 9 and i6, 1908, by Dr. Maurice H. Richardson, is replete with 
sound advice in this respect. The same cannot be said of the two 
other signs which are both objective and palpable. Local tumefac- 
tion frequently exists, and I have found it in about 66 per cent, of 
these cases. A very attentive examination is most requisite and I 
believe that general anesthesia with ethyl chloride should be resorted 
to as it is rapid, has no after effect and the patient is completely 
relaxed for at least a minute or two. The seat of the tumefaction 
will be in the right iliac region in the neighborhood of the cecum 
and appendix. It is found as an elongated rounded cord, or like a 
more or less movable bit of ribbon, which represents a diseased 
appendix, sometimes accompanied by a slight induration of the walls 
of the cecum. In size it is never very considerable and it is only 
in the case of periappendicitis and epiploitis accompanying the initial 
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lesion that this symptom acquires the greatest development. In this 
case the tumefaction comprises, besides the appendix, numerous ad- 
hesions of the omentum which have caused retraction and are of a 
fibrous nature. These cases, however, are the exception and usually 
palpation will only make evident a little cord-like induration which 
rolls under the exploring finger. I would, however, point out that 
when this cord-like mass is found, a too absolute value must not 
be attributed to it, because other causes, particularly the terminal 
portion of the mesentery are quite capable of producing the same 
condition of affairs. 

This examination brings us to the consideration of exquisite 
sensitiveness over McBumey's point. Usually, it is far from being 
acute, being a painful sensation and if carefully searched for wilt 
rarely be overlooked. The pain produced by the palpation may last 
for a few minutes, or even for a few hours after the examination, 
but, when once it has been elicited, I believe that it is an absolute 
indication that the appendix is involved and that in all probability 
one is dealing with the dyspeptic type of appendicitis. 

In spite of these symptoms, errors in diagnosis are not always 
easy to avoid. The dyspeptic disturbances are sometimes so pro- 
nounced that all the attention of the practitioner is given to them. 
They may take on a gastric physiognomy or, on the other hand, it 
may be intestinal. Then gastritis or a dilatation of the stomach is 
suspected and the appendix is never thought of. As spontaneous 
pain in the iliac fossa is rarely complained of, the objective symp- 
toms alone will allow one to .reach a correct diagnosis. 

The general condition of the patient not infrequently complicates 
the situation. The sub- icteric or muddy complexion of these 
patients, the anorexia, the loss of flesh, or the infectious complica- 
tions, the melena or phlebitis, in a word, all these symptoms plead 
in favor of a gastric neoplasm and here again the history of the 
caise and objective symptoms must be relied upon in order to prevent 
a diagnostic error. And many are the difficulties present. One 
may encounter, with this symptom-complex, a mass in the right 
_ iliac fossa and then one should consider, beside the dyspeptic type 
of appendicitis with plastic periappendicitis, tuberculous peritonitis 
of the ilio-cecal region and malignant tumors of this same region, so 
that the differential diagnosis of these various lesions must be at- 
tempted. 
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In the afore-mentioned affections, the same intestinal distur- 
bances and the same general condition of the patient are encountered, 
although perhaps to a lesser degree. Intestinal hemorrhage, on the 
other hand, is more frequent, and if, into the bargain, the liver 
is enlarged and its surface irregular, if enlarged lymph-nodes can 
be detected in other regions of the body, the diagnosis of malig- 
nant disease must be seriously considered. For that matter these 
cases are not what can be termed common, and the treatment is the 
same. As to the question of localized tuberculous peritonitis, tuber- 
culosis of the cecum or the appendix, a differential diagnosis is fre- 
quently impossible. The digestive disturbances and objective symp- 
toms are frequently similar. It is only by the patient's antecedents and 
the coexistence of other tuberculous lesions that the true nature of 
the disease may be suspected. When the gastro-intestinal symptoms 
dominate a possible diagnostic error may be incurred inasmuch as 
that of typhoid fever may be made, especially if a painful spot may 
be foimd in the right iliac region. The diarrhea, the temperature- 
curve, rose spots, Widal's serodiagnosis and search for Eberth's 
organism in the blood will usually prevent error. 

Another cause of error in the diagnosis which should never be 
lost sight of may occur from the fact that the painful spot is not 
located over the so-called McBumey's point. When it is found 
higher up, the diagnosis of dyspepsia resulting from a calculous 
cholecystitis is apt to be made. Generally, however, the history 
of biliary infection is different ; the earthy color of the complexion, 
with attacks of icterus that sometimes occur may, however, lead one 
to an erroneous conclusion. The painful spots and radiation of the 
pain when occurring higher up than in cases of an appendix run- 
ning towards the liver, may be of some diagnostic value, but even 
if a mistake is committed, the operative indications are practically- 
the same in both cases. On the other hand, the painful spot may 
be found lower down than usual and, when one is dealing 'with a 
female, the differential diagnosis must be made between an appendi- 
citis of the dyspeptic type and gastro-intestinal disturbances arising 
from an ovarian reflex. Here, the history is of the greatest impor- 
tance, because, when the genital organs are involved, one can always 
elicit a history of pelvic lesions, a uterine infection, or a mass com- 
posed by the diseased adnexa is found by a bi-manual examination. 
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A gonorrheal or puerperal infection is so common that one should 
always be on one's guard and search for such infection in the pa- 
tient's past. The difficulty of diagnosis is still more difficult if the 
right adnexa are alone involved. When the appendix is the seat of 
the trouble, the tumor will be found higher up, while bi-manual ex- 
amination will give exact indications in cases of involvement of the 
tube or ovary. The fact should never be lost sight of that not infre- 
quently the appendix may become adherent to a pus-tube and, in 
its turn, become secondarily involved in the septic process, but, as 
a matter of fact the operative indications are the same. 

The tender spot in some cases may be found more externally 
than usual and the digestive disturbances are then considered as due 
to a nephroptosis. However, when one detects a tumor similar to the 
kidney in shape and movable, the diagnosis is easily made. Then, 
too, these two affections may not infrequently co-exist. Edebohls 
found that 60 per cent, of his cases presented nephroptosis with 
appendicitis, and he concludes that the symptoms attributed to th^ 
kidney in reality are dependent upon the appendix, a chronic appendi- 
citis being the constant consequence of movable kidney. This hypo- 
thesis, to my mind, requires more study and I am as yet unwilling 
to accept this dictum. The more or less considerable diffusion of 
the painful spot may cause one to consider the question of muco- 
membranous colitis, and, in spite of what has been said to the con- 
trary, I am of the opinion that colitis can occur during appendicitis 
and for that matter I have notes of several such cases. 

There is little to say as to the treatment, but what is particularly 
striking is the absolute uselessness of medical measures. These 
patients are often submitted during many months to diet, irriga- 
tion of the stomach, seasons at various mineral water resorts, etc., 
only to find that their loss of flesh and cachexia continues. Operative 
interference alone will put an end to the patient's distressing condi- 
tion and the results obtained are sufficient to back up this assertion. 
After the appendix has been removed the dyspepsia disappears, ap- 
petite returns and digestion takes place without any difficulty; the 
movements become regular and the nervous phenomena finally also 
disappear. In several instances where the patients have been treated 
for a muco-membranous colitis, this condition completely disappeared 
after the appendix was removed. 
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The condition of the patient is far from being a contra-indtca- 
tion to operative interference ; however, if the cachexia is very pro- 
nounced, the operation may be deferred for a few weeks in order to 
improve the condition of affairs by an appropriate treatment. The 
operation may be said to be devoid of danger, because, generally 
speaking, in cases of the dyspeptic form of appendicitis, the lesions 
in the appendix are of a chronic inflammatory nature and the organ 
will usually be fdund free, unless in the past the patient has had one 
or more attacks of acute inflammatory phenomena in the organ, a con- 
dition which, as I have already pointed out, is occasionally met with. 



DIAGNOSIS OP MULTIPLE SCLEROSIS 

By DANIEL R. BROWER 
Professor of Nervous and Mental Diseases, Rush Medical College 

Chicago 
Multiple sclerosis is a disease of the brain and spinal cord char- 
acterized by the production of islets of sclerosis scattered irregularly 
through the central nervous system. It is a disease of early life. 
The majority of cases begin before the twenty-fifth year. Its de- 
velopment is characterized by great irregularity. In some cases 
there are remissions of symptoms so complete as to give the im- 
priession that recovery is about to take place, and after months they 
recur and progress as before, to be followed possibly by other remis- 
sions. Some cases, on the contrary, go on rapidly to death, either by 
apoplectiform or epileptiform seizures. So irregular is the course, 
and so bizarre are the symptoms, that a correct diagnosis can in 
some cases only be reached by an exclusion of all other cerebral 
or spinal diseases. The onset is slow. Headache, vertigo, rigidity, 
weakness, ataxia of the lower extremities, and tremor of the upper 
extremities. These tremors are not manifested when the parts are 
at rest but are strikingly developed if the patient attempts to pass 
a glassful of water to his lips. This tremor is later observed in 
the muscles of the head, neck and face. The speech is slow ;syllabic, 
scanning; the knee-jerks exaggerated, and ankle clonus usually pres- 
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ent. The eye symptoms are nystagmus, developed by forced lateral 
movements ; narrowing of the field of vision ; paretic condition of the 
extrinsic eye muscles; incomplete optic atrophy, usually on the tem- 
poral side, never producing complete blindness ; pupils usually equal 
and react to light and accommodation. Very rarely myosis ; irregu- 
larly and disordered reflex to light and accommodation. Hysteria 
is the disease with which it is most frequently confounded. The dif- 
ferentiation must be made by the hysterical stigmata, by sensory dis- 
turbances, being much more conspicuous in hysteria, and by a care- 
ful study of the eye findings. In hysteria the optic nerve is normal ; 
nystagmus developed by forced lateral movements, not severe in 
hysteria ; the regular concentric contraction of the field of vision in 
hysteria does not inconvenience the patient, and is associated with 
conjtmctival anesthesia. 



DIAGNOSIS OF TABES AND PSEUDO-TABES 

By PHILIP ZENNER 

Professor of Neurology in the Medical College of Ohio, Medical Department 

of Cincinnati University 

Cincinnati 

Locomotor ataxia is one of the most dread diseases, and one 
who sees it in its most developed forms can well understand why 
it should be so. But yet cases of the disease move among men, attend 
to their duties, show few of the disease manifestations, and so may 
continue for nearly half a lifetime. These more favorable condi- 
tions are not rarely due to the patient having learned what is the 
best mode of living for himself ; for a peaceful, wholesome life, with- 
out physical or mental strain, is doubtless the treatment that does 
most to retard the pathological process. This implies the knowl- 
edge of the presence of the disease at an early period, on the part of 
patient or physician. 

The clinical history of tabes is now so well known, that it can 
be recognized before there has been much progress, at least so far 
as the development of symptoms is concerned. The prominent symp- 
toms are lancinating pains, paresthesia, anesthesia, gastric, rectal, 



,y Google 



266 The Archives of Diagnosis 

laryngeal, and other crises, weakness of bladder and sexual organs, 
many eye symptoms, perforating ulcer of the foot, Charcot's joint 
disease and other trophie symptoms, as well as the muscular inco- 
ordination. While most commonly certain symptoms are first to 
appear — pains, paresthesia, weakness of the bladder and sexual func- 
tions, or paralysis of the external ocular muscles — experience has 
taught us that almost any symptom of the disease may be the first 
to obtrude itself upon the consciousness of the patient. For that 
reason the careful physician who meets a case of blindness, or be- 
ginning blindness, from atrophy of the optic nerve without appar- 
ent cause, or of paralysis of external muscles of the eye, or of per- 
forating ulcer of the foot, or unusual joint disease, or inexplicable 
attacks of gastric pains and vomiting, or other attacks that may be 
likened to tabetic crises, or of unaccountable paralysis of the blad- 
der, will at once think of locomotor ataxia, and seek for other symp- 
toms and signs of the disease. Occasionally, even though he be on 
the right track, his search may prove fruitless. For instance years 
may elapse after the first appearance of primary atrophy of the 
optic nerve, before other symptoms of tabes are found. But usually 
he will not look in vain. When the patient first presents himself, 
close inquiry may reveal that other" symptoms have already been 
manifested, whether the common ones — pains, paresthesiie, weak 
bladder — or the more unusual ones, so that by correlating them a 
probable diagnosis can be made ; or there may be added the presence 
of physical signs making the diagnosis practically certain. These 
physical signs, so valuable in diagnosis, are the conditions of the 
pupils and the tendon reflexes. Pupillary symptoms are very impor- 
tant. Often the first to be observed is inequality of the pupils. This 
occurs at times in normal individuals, so that the symptom means 
the more to us — the same is true of some of the other signs — if we 
happen to know how the pupils have been in former years. They 
may not only be unequal, but one or both of them may be somewhat 
irregular in outline. The most important of the pupillary symptoms 
is the Argyll-Robertson pupil, pupils which do not respond to light 
but become smaller during the act of accommodation. We may at 
the same time have spinal myosis, very narrow pupils, but not neces- 
sarily so. More frequently we find pupils unequal in size, one of 
them, perhaps, somewhat large. 
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The valuable tendon phenomena are the absence of knee jerks 
and Achilles tendon reflexes. In rare instances the knee jerks are 
absent in health, but this occurs so rarely that the symptom loses 
none of its significance as a diagnostic test. But the knee jerk is 
often very difficult to obtain in normal individuals, and, for this 
reason, if its absence is to have its full significance, the physician 
must thoroughly understand how to ehcit it. When not otherwise 
obtained the physician should try the Jendrassik method, or method 
of reinforcement. While the examiner is striking the tendon, the 
. patient makes some strong muscular effort, as in trying to pull the 
clasped hands apart. It is well, too, for the patient to sit on a 
table with bare knees and legs dangling; and the physician should 
strike the tendon on every part before he finally pronounces the 
knee jerk absent. The Achilles tendon reflex is examined while the 
patient rests comfortably on his knees, the physician tapping the 
tendo Achiilis ; or the examiner holds the foot with one hand — the 
knee and hip being flexed the while — and taps upon the tendo Achiilis 
with the other. 

To return now to the diagnosis of tabes. When a patient comes 
with a single symptom, say gastric crises, or optic atrophy, or per- 
forating ulcer of the foot, we must look for other tabetic symptoms. 
We may learn that he once had double vision for a while, or that 
there are occasionally indications of weak bladder, or that he has 
at times had pains, now almost forgotten, or that he has had other 
symptoms, found more or less frequently with tabes. Then we 
must look for the physical signs just described, for it is rare after 
symptoms of tabes have appeared, that one does not find changes in 
the pupils or tendon reflexes or both. Sometimes one may see the 
beginning of these signs, and their further development; for in- 
stance, that one knee jerk is less marked than the other, and grad- 
ually gets less until it is finally lost, and then the other knee jerk 
goes through the same process. The same order of events may be 
observed in the pupils. Such manifestations have, possibly, more 
diagnostic significance than the fully developed sign. 

Multiple neuritis is a disease whose recognition is of far more 
vital importance than is that of tabes. This is because of its etio- 
logical relationships. Very commonly the cause of multiple neuritis 
is alcohol or a metallic poison, such as lead or arsenic. It is com- 
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mon, too, that the cause, when unrecognized, continues to be active, 
making the patient's condition progressively worse, whereas the natu- 
ral course of the disease is to recovery. It has been no rare occur- 
rence for me to be cailed into consultation where both the disease, 
and the cause of it, were unrecognized, and where things were going 
from bad to worse. No doubt that is a common experience 0;f 
neurologists. The recognition of the disease is so important here, 
because it naturally leads one to seek for the cause, which might 
not, otherwise, have been thought of. 

The common case of multiple neuritis presents one of the most ■ 
recognizable of diseases, at least to those who know it. The paraly- 
sis of the four extremities, most marked at their distal extremities, 
anesthesia corresponding in intensity and distribution to the motor 
paralysis, tenderness over the paralyzed muscles and nerves, as well 
as loss of tendon reflexes and altered electrical reactions, make the 
question of diagnosis exceedingly simple. But not all cases are 
so clearly outlined. There is a class of cases in which the above 
symptoms are illy defined, to which the term pseudo-tabes has been 
applied. In these instances the motor manifestations appear to be 
ataxia rather than paralysis, and this, together with the loss of knee 
jerks, gives the resemblance to locomotor ataxia, whence the name. 
And mistakes in diagnosis are not uncommon. Physicians ha'VC 
come to me in trepidation of spirit, fearing that they had that dread 
disease, tabes, when their ailment was really multiple neuritis, or 
as we will term it in these instances, pseudo-tabes. There are cases 
of tabes where the first symptom, at least the first symptom the 
patient notes, is an ataxic gait, and as it is possible that no other 
symptom is found, there is the further possibility, that one cannot 
determine whether the disease be tabes or pseudo-tabes, though time 
will answer that question. But such cases niust be exceedingly 
rare. Usually the diagnosis can be definitely made. In case of tabes 
it is rare that close inquiry will not bring out other symptoms, 
paresthesia, pains perhaps almost forgotten, weakness of bladder 
and sexual functions, or the like, and examination will usually re- 
veal some pupillary symptoms as well as alterations in the tendon 
reflexes. In the case of pseudo-tabes, apart from the fact of the 
acuteness of symptoms, which might be misleading, a careful study ' 
of the case will usually, reveal that the impaired gait is due mainly 
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to paresis of some of the muscles, rather than muscular incoordina- 
tion, and electrical tests may show some of the alterations of the re- 
actions characteristic of peripheral paralysis. With like degrees 
of ataxic gait in the tabetic and pseudo-tabetic, the unlike distribu- 
tion by anesthesia, and the decided increase of the ataxia when 
walking in the dark, as well as presence of the Romberg symptom, 
in the former, will usually clearly distinguish the cases. Then there 
are far more likely to be symptoms on the part of the upper extremi- 
ties in pseudo-tabes, than in the early period of tabes. One may 
find, too, a cause of disease, as alcohol, lead, or arsenic, helping to 
clear up the diagnosis. One should never forget that it is because 
it is so important to find and remove the cause, that one should try 
never to overlook a case of multiple neuritis. 



A CASE OF MUSCULAR DYSTROPHY FOLLOWING 
ACUTE POLIOMYELITIS IN INFANCY 

By 5, D, INGHAM 

Instructor in Nervous Diseases, Medico-Chirurgical College, Assistant 
Neurologist to the Philadelphia General Hospital 

Philadelphia 

Muscular atrophy may be a symptom of so many different con- 
ditions, the pathology of which are widely variable, that questions 
of etiology and diagnosis are often difficult to decide. A primary 
division is now recognized, separating the spinal atrophies from the 
dystrophies or idiopathic muscular atrophies. That poliomyelitis 
should be a factor in the later appearance of a spinal atrophy is 
reasonable to expect, but its influence upon the later development 
of a dystrophy does not coincide with our present conception of that 
disease. 

Numerous cases of the spinal type of atrophy have been re- 
ported, occurring in patients years after an attack of acute 
poliomyelitis. 

The case here reported bears much resemblance to a spinal type 
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of atrophy, but should probably be classed as one of muscular 
dystrophy. The history is as follows : 

C. L., male, 42 years of age, born in Denmark, married, but has had 
no children. He is a rug weaver by occupation. Family history is good w) 
far as can be determined. He does not remember ever having had any 
serious illness, but Ihe left leg and k>ot present a deformity, which, from its 
appearance, must have resulted from an attack of acute poliomyelitis in 
infancy. There is no venereal history; he uses alcohol and tobacco habitually 
but moderately. 

On examination, the left leg is found to be i!4 inches shorter than the 
right from knee to heel, and much atrophied. The only muscles showing 
any development are those of the anterior tibial group. The foot is in the 
position of pes eavus, with slight valgus. The only voluntary movements 
of the leg below the knee consist of dorsal flexion of the ankle and a slight 
dorsal movement of the toes. Comparative measurements of the circum- 
ferences of the legs are as follows: 

Calf, Thigh just above knee. Thigh, upper part. 



Right. Left. Right. Left. Right. Left. 

14^ in. 9 in, laV^ in. ii'A in. 17 in. 17 in. 

Reflexes of legs are present and normal with the exceptions of the left 
Achilles jerk and the left plantar reflex, 
which are absent. The right leg shows no 
evidence of atrophy nor weakness. In the 
left, the greatest atrophy is in the calf 
muscles which show no power of contraction 
on voluntary effort nor in reflex action, and 
are in a condition of flaccidity. This con- 
dition of the left leg is strong evidence of 
an infantile poliomyelitis, even in the absence 
of a definite history. 

Examination of the upper extremities 
shows marked atrophy in both hands. The 
thenar and hypothena eminences are almost 
flattened out; the atrophy of the intrinsic 
muscles has caused depression between the 
metacarpal boneS. The thumb of each hand 
is nearly useless and is held on the same 
plane as the rest of the hand, presenting 
good examples of the so-called "ape hand." 
The grip in each hand is fair, but the motions 
of the fingers are limited to flexion and ex- 
tmShymi detwrni" n.^iingTram tension, no lateral movements being possible, 
K^. ^niecior poUomyeUiL. in child- j^^ j,|g^j j^j,j -^ slightly more involved than 
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the left. The atrophy extends only to the lower part of the forearms; the 
arms and shoulders show no atrophy nor weakness. The biceps and triceps 
reflexes of both sides are present and normal. 

The face presents a pe- 
culiar mask-like appearance, and 
the movements are very much 
limited. In smiling the lips 
are separated and the angles of 
the mouth drawn slightly out- 
ward and upward, but the eyes 
and the rest of the face do not 
participate. Puckering the lips 
as in whistling cannot be per- 
formed. Efforts to close the . 
eyes result in only a partial 
closure of the lids, leaving a 
fissure between them of about 
one-quarter of an inch, and the 
eyeballs at the same time turn 
„ . . , .... upward so that only the sclera 

Lidi opcD tmc-qiiBcwt inch. E»n touicd upward, 13 TISlble. When the Cyellds 

ihowiDg only Klcni. FjKiai muicin oeaL. ^^^ closcd passivcly, they 

slowly separate again, and even during sleep they remain in this position. 
The extra-ocular movements and the pupillary reactions are normal. The 
tongue and palate show no evidence of 
atrophy, but the patient states that the 
voice has been growing slightly weaker 
for the past five years, and that he some- 
times chokes when swallowing liquids. 
His articulation is somewhat indistinct 
Snd slightly suggestive of the speech of 
bulbar palsy. 

Sensation to all forms of stimuli is 
normal in all parts of the body ; there 
are no fibrillary nor fascicular con- 
tractions of muscles to be seen. Re- 
actions to the faradic electrical current 
are present in all muscles which can be 
moved voluntarily. There are no re- 
actions of degeneration. 

The patient does not know when 
the atrophy in hands and face began but 

states that it has been present for many fje. a. ShowinE atrophy of muicin in 
years, and no further history of its on- ■'»"'''• 

set can be obtained. An oculist was the first to discover the inability to close 
the eyelids about ten years ago when examining the patient's eyes for glasses. 
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He has been under my observation for nearly three years, during whicb time 
there has been no perceptible change in his conditioa He works regularly 
at his trade of rug weaving and walks without the aid of a brace or a cane, 
using a specially constructed shoe. 

We have, therefore, a case presenting every evidence of having had acute 
poliomyelitis with the later development of a chronic atrophy of the hands 
and face, with the additional symptoms of slight bulbar involvement 
Clinically ihis case could hardly be classed as one of prt^ressive spinal 
muscular atrophy, because, of the absence of fibrillary tremors and reactions 
of degeneration in the muscles, and of its extremely slow progression. Never- 
theless, it resembles the spinal atrophies in its distal involvement, the scapulo- 
humeral regions escaping entirely. This distribution is exceedingly rare in 
muscular dystrophies. 

The etiology of muscular dystrophy is very obscure. Heredity seems to 
be an important factor as several children of the same family are frequently 
affected. The disease is more common in males than in females, and occurs 
more often among the working classes than others, these facts favoring the 
theory that trauma and exertion are factors in its causation. Syphilis, in- 
fectious diseases, conditions of the mother during pregnancy, etc, do not 
appear to have any influence. Predisposition in the form of congenital lack 
of vitality in the muscular system plus the direct action of exertion, or in the 
older subjects over-exertion and trauma, are the most important elements so 
far known. 

The differential diagnosis of the different well-known types is 
generally easy, though they sometimes merge. The pseudo hyper- 
trophic form generally begins soon after the child learns to walk or 
in the first few years of life, Erb's juvenile, or the scapulo-humeral 
form, occurs later, generally during adolescence, and less frequently 
during adult life. The Landouzy-Dejerine or facio-scapulo-humeral 
form is practically the juvenile form, plus the facial involvement. 
The Charcot- Marie-Tooth, or peroneal form, more frequently af- 
fects adults. 

From the chronic muscular atrophies due to spinal disease, such 
as chronic anterior poliomyelitis, progressive spinal muscular atrophy 
and amyotrophic lateral sclerosis, the diagnosis of dystrophy de- 
pends upon the absence of fibrillary tremors and reactions of de- 
generation, the earlier appearance, the heredity, and the first involve- 
ment of the proximal rather than the distal portions of the limbs. 

Syringomyelia is easily differentiated by its sensory changes; 
hypertrophic pachymeningitis by its severe pains; multiple neuritis 
by its more acute course and by the pains and tenderness and re- 
action of degeneration in muscles showing atrophy; and arthritic 
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muscular atrophy by the presence of the primary arthritis or its 
-sequelae. 

The pathology consists almost entirely of changes in the muscles, 
swelling, atrophy and fatty degeneration of muscle fibres with in- 
crease in the number of their nuclei. The transverse striations are 
preserved until late in the disease. The findings in the spinal cord 
and peripheral nerves have generally been negative, although various 
changes in the anterior horn cells have been noted by different 
investigators. 

Gordon Holmes' recently reported a case of myopathy clinically 
and path61(^cal!y, and reviewed the literature of pathological find- 
ings in the cord and nerve roots in fourteen cases of various types 
of dystrophy. His conclusions from his own case and those cited 
were that changes are frequently but not always present in the cord, 
and consist principally of a disappearance of some of the large 
cells of the anterior horns, and atrophy and shrinkage of others. 
Accompanying these changes are a corresponding atrophy and 
diminution in number of the fibres of the anterior spinal roots. 
But since these changes in cord and nerves correspond closely to 
those occasionally found after the amputation of a limb, we must 
admit the probability of their being secondary and not primary in 
their relation to the muscular diseases. 

The existence in my case of a previous acute poliomyelitis is 
suggestive from the standpoint of pathogenesis, particularly so, since 
the recent investigations of Harbitz and Scheel' and others practi- 
cally establish the infective nature of acute poliomyelitis and its 
extensive involvement, as shown by the round cell infiltrations of the 
meninges of brain and cord, as well as inflammatory changes in the 
substance of the cord, medulla and even in the brain itself. 

Potts' reported a case of progressive spinal muscular atrophy 
and cited thirty-seven cases in the literature of various forms of 
spinal atrophy occurring late after acute poliomyelitis, but none of 
these presented the appearance of a dystrophy. 

It is quite conceivable'that acute poliomyelitis should leave 
changes in structure which would diminish the resisting power of 
the nerve elements which might succumb to stress in later life; , 
but no possible causal relationship is evident between poliomyelitis 
and muscular dystrophy as the latter is now understood. 
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The course is slow but progressive with occasional intennissions, 
and may last for decades. The prognosis is correspondingly bad, 
although the disease is not of itself fatal; the patients generally 
dying of intercurrent affections such as tuberculosis, pneumonia, etc.. 
to which their forced inactivity renders them easy prey. Treatment 
is entirely hygienic and orthopedic, braces and tenotomies being 
occasionally required for weakness and contractures respectively. 
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THE DIAGNOSIS OF MASTOID DISEASE WITHOUT THE 
PRESENCE OF THE CLASSICAL SYMPTOMS 

By EDWARD LEE MEIERHOF 

Senior Assistant Surgeon, N. Y. Eye and Ear Infirmary 

New York 

The diagnosis of mastoid disease is so closely associated with 
the indications for operation that it is difficult to separate one from 
the other. However, the factors prompting an operation are entirely 
dependent upon symptoms, be they many or few. When the 
symptoms are pronounced there is no difficulty in arriving at a con- 
clusion. There are three cardinal symptoms that are regarded as 
positive evidence of a destructive process in the mastoid structures, 
whether this is of an acute or chronic nature. 

First, a discharge that does not decrease. 

Second, swelling cf the upper posterior portion of the external 
auditory canal, with the base of the svclling at the tympanal margin. 

Third, persistent pain for two or three days or more on deep or 
moderately deep pressure with the thumb over the mastoid at a point 
on the level of the roof of the external auditory canal just a little 
posterior to the attachment of the auricle. 
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Besides these symptoms we frequently encounter others, as 
elevation of temperature, headache, loss of appetite, pain on bring- 
ing the lower jaw against the upper with any degree of force, furred 
tongue, etc. In infants and young children we cannot rely upon 
tenderness as a sj'mptom, for tenderness even if apparent, especially 
upon superficial pressure, may be due to a mild periostitis. Further- 
more, it is not always an easy task to determine whether the child's 
cries are due or not to manipulations on our part. In young chil- 
dren, swelling of the posterior portion of the external auditory 
canal — in the presence of purulent otitis — occurs very readily, owing 
to incomplete ossification of the annulus tympanicus. This permits 
the soft parts to become soon infiltrated. In infants up to the second 
year of life thermometric changes play an important role as an evi- 
dence of suppuration of the mastoid. However, temperature change 
or not, swelling of the mastoid region together with a purulent dis- 
charge from the auditory canal — if an enlarged or suppurating 
gland may be excluded — are sufficient evidence for the presence of 
mastoiditis. In older subjects we rarely meet with swelling over the 
mastoid in connection with purulent otitis as the patients are gen- 
erally operated upon early in the disease. On the other hand, we 
have cases of suppuration of the middle ear, accompanied hy marked 
and extensive destruction of the mastoid, where we have few or 
no symptoms indicating the existence of such destructive process. 
Some of these patients experience little or no pain, and when it 
does occur it is usually at the onset of the affection, and of short 
duration. The rectal temperature does not rise more than one or 
two degrees, at times it may be normal. Tenderness as a symptom 
is often uncertain; it may sometimes be elicited by very deep and 
firm pressure over the region of the antrum or the site of the emis- 
sary vein. The patient may sleep well, appetite may be fairly good, 
and he is often able to attend to his business. He is annoyed only 
by a discharge from his ear and a feeling of fulness in the head. 
A patient who was under my observation complained of deafness 
but in one ear, the right one. The drum-head looked white but 
lustreless, and on palpation with a probe, felt doughy; he had no 
pain, either spontaneous or induced. There was no rise in tempera- 
ture or anything else' to disturb him. The drum-head was incised. 
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allowing pure creamy pus to escape. There was no swelling of 
the canal wall. The opening in the drum closed in a few days, but 
on reopening showed the presence of free pus. The opening closed 
once more, requiring a repetition of the incision. The patient never 
had had a discharging ear, and felt so well, that it was difficult to 
advise anything more radical to be done, although it was manifest 
there was a collection of pus somewhere else than in his drum- 
cavity. Finally, when slight tenderness developed over the mastoid 
antrum, the patient was advised to have the mastoid opened, to 
which he consented. The operation revealed a mastoid that was 
practically disintegrated from suppuration. 

The case just cited is atypical in its symptomatology, and still • 
it was as pronounced and far advanced an instance of mastoiditis as 
I have ever encountered. 

There are certain conditions, both anatomical and constitutional, 
which favor the production of the atypical course of mastoiditis. 
Where there are large cells with thin walls, allowing the products of 
inflammation to spread without much resistance, we will not have 
any symptoms of retention. In the presence of general diseases, 
especially tuberculosis and diabetes, there is observed a pronounced 
disintegration of the bony structures. In the so-called tubercular 
type of mastoiditis we may not have positive evidence of local tuber- 
culosis, but the patients undoubtedly belong to the tubercular class. 
In the diabetic the presence of increased amounts of sugar in the 
blood diminishes the resistance of the organism against pyogenic 
bacteria, so that invasion of the cells of the mastoid occurs without 
making itself strikingly manifest. Where there is a flow of pus 
with a swelling of the upper posterior wall of the external auditory 
canal in the diabetic, and especially if the opening of the drum has 
a tend^cy to contract, there is sufficient indication for a diagnosis 
of the presence of pus in the mastoid antrum and adjoining cells. 
It is necessary to call attention to what has been said of the influence 
of the streptococcus capsulatus as to its insidious activity in causing 
suppuration of the mastoid without giving rise to any very marked 
symptoms except persistent otorrhea. 

An early diagnosis in these atypical cases of mastoiditis is of 
course very important. So long as the destructive process is limited 
to the mastoid, the patient is comparatively safe, but once the adjoin- 
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ing structures or the system become invaded the seriousness of the 
case becomes soon evident. 

The following points should be considered in the diagnosis of 
mastoiditis: Age. appearance, expression, the tongue, temperature, 
urine, blood (diilerential leucocyte count and cultures), the presence 
of other infections, as typhoid, scarlet, diphtheria, measles, grippe, 
malaria, etc., the character of the discharge from the ear, and its 
bacterial nature, together with such local conditions as swelling in 
the canal, the location of the opening in the tympanic membrane, 
pain, both spontaneous or induced. These diagnostic points, in 
their entirety, are hardly ever met with in a given case, and there are 
some instances of mastoiditis in which we are compelled to base our 
diagnosis on but a few symptoms which in themselves are not pro- 
nounced. 



A CONTRIBUTION TO THE PROGNOSIS OF PROSTATIC 
OBSTRUCTION AFTER OPERATION 

By FOLLEN CABOT 

Attending Genito-urinary Surgeon, City Hospital; Professor Genito-urinary 

Diseases, Post-Graduate Medical School and Hospital; Consulting 

Urologist to Wliite Plains Hospital 

New York 

In operations on the prostatic gland we have two principal ob- 
jects in view. First the relief of the immediate condition and second 
the permanent cure of the patient. While many valuable papers have 
been written on the subject of prostatic hypertrophy and the imme- 
diate operative results, too few have carefully analyzed end results. 
The reasons for this are many, but until this is done we shall in my 
opinion, have failed to direct the search light to the most important 
part of the subject. The tabulation of immediate post-operative re- 
sults while of some interest are usually of little value at the present 
time. A surgeon with experience in this field Is supposed to be able 
to remove a prostate and send the patient from the table alive. 

In looking over statistics in this branch of surgery one is apt 
to be skeptical of the glowing figures which state a large number 
of prostatectomies without a death. 
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What we want to leam is more about each individual case at 
time of operation, and did he finally regain good urinary control- 
Also, was he again able to do his share in the world's work. Many 
patients would better have died at time of operation than have been 
condemned to constant distress as an after result. 

It seems to me> before we can gain much of value from statis- 
tics it should be stated that the patient's wound has healed and he 
has been out and about for at least three months from time of 
operation. 

That it is difficult to follow up these patients, especially in large 
cities where they are of the poorer class, I freely grant Also in 
different environments we would probably find considerable differ- 
ence in end results. In the large cities the poor enter the hospitals 
in reduced condition, and in consequence do not do as well as those 
who are better off. This point was clearly shown in a recent paper 
by L. Bolton Bangs. 

However, in a fairly large number of cases we should be able 
to draw much more satisfactory conclusions from a study of the pa- 
tient after he has resumed his normal life than if be has simply 
lived through an operation and been discharged from the hospital 
as cured. 

The natural tendency is for the surgeon to lay stress on the 
■ good results and minimize the poor ones. We really, however, leam 
more from our failures than from our successes and so in the fol- 
lowing table I have taken the last fifteen cases in my series of opera- 
tions up to three months ago, and analyzed them as impartially as I 
knew how. 

Under the heading of remarks I have stated candidly what my 
belief is about the result in each case. 

In no instance has the patient spoken of loss of sexual power, 
one mentioned the subject, and he thought he was about the same 
as before the operation. 

In the foregoing table suggested in part by an excellent paper by 
A. T. Cabot, two of the patients out of fifteen died. In the "jy cases 
I have operated on for prostatic obstruction, I have lost 5, which 
makes the mortality about 7 per cent, for my series to April, 1908. 
However, as I have already said, the urinary result, is often, in re- 
ports, ignored, whereas it is of paramount importance. 
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Considerable has been written about the various types of gin- 
givitis, especially about so-called pyorrhea alveolaris or interstitial 
gingivitis. Most of the literature which we possess has appeared in 
dental journals but little attention has been paid to these lesions by 
medical writers. The reasons for this are first that the dentist is 
mostly consulted for treatment and secondly the relation between 
gingivitis and certain systemic pathologic states has not been duly 
recognized until lately and this only in a vague fashion. The etiology 
of interstitial gingivitis is not thoroughly understood, some writers 
ascribing it to local causes entirely, others pronouncing it a sequel of 
systemic disturbances. If it were of local origin, produced by lack 
of oral hygiene alone, careful local medication ought to terminate it. 
This, however, is not the case and there is no practitioner, dental or 
medical, who can claim that he can treat interstitial gingivitis suc- 
cessfully in the majority of cases. It can be compared to atrophic 
rhinitis about whose etiology Charles Richardson writes : "There is 
no disease in rhinology in which speculation has been so rampant in 
the consideration of its etiological factors as in atrophic rhinitis. 



oy Google 



282 The Archives of Diagnosis 

These theories have all been made along scientific lines, advanced by 
numerous authors after painstaking care and investigation ; but, unfor- 
tunately, their conclusions are very divergent. No doubt this marked 
divergence of theories is largely due to the fact that no one has been 
able to trace a given case from the absolutely normal condition into 
the development of and through the successive stages of the disease. 
We' are at the present time apparently as far from the universal ac- 
ceptance of a tenable theory as to the etiology of atrophic rhinitis 
as in the beginning of the investigation." 

This is also true of interstitial gingivitis; however we are ap- 
proaching the time when gingivitis is better understood- 

Gingivitis is frequently associated with certain systemic diseases 
as typhoid fever, tuberculosis, etc. One of the first who made a 
careful study of interstitial gingivitis in its relation to systemic disease 
was Talbot of Chicago, who admitting local causes as productive of 
gingivitis (as accumulation of tartar about the necks of the teeth, de- 
cayed teeth producing hypertrophy of the gums, unfinished fillings, 
gold crowns, etc., also writes : "Autointoxication due to faulty metab- 
olism is the great cause of interstitial gingivitis resulting in pyorrhea 
alveolaris; it means self -poisoning. Every disease of the human 
body produces autointoxication. Marked autointoxication also oc- 
curs as a result of intestinal indigestion. Milder forms of autointoxi- 
cations occur as a result of a want of harmony in the bodily functions. 
The skin on the ends of the fingers will peel when the cold weather 
appears, because skin, liver, kidneys and bowels do not adjust them- 
selves quickly to prevent accumulation of effete matter in the blood. 
Soldiers going from a temperate climate to Cuba and the Philippines, 
with change of food had autointoxication and interstitial gingivitis," 

Fossume in his paper speaks of the presence of indican in the 
urine as associated with the breaking down of living proteids, as in 
the formation of abscesses, in ulcerating cancerous growths, etc. 
"Those," he writes, "who have studied this subject carefully, say 
that where tissues were breaking down and pus is forming, indican 
will result. Indican is present in 80 per cent, of abscess treated in 
dispensaries. But the examination of the urine after the pus has dis- 
appeared has shown indican still present. The conclusion therefcre 
must be that the abscesses resulted from some abnormal condition 
which produced indican, thus lowering the tissue vitality to a point 
when the abscess developed. Cases of abundant pus, due to excessive 
infective wounds, did not show indican with any regularity, whereas 
in carbuncles or abscesses which seemed to develop without any ex- 
celling cause more potent than the resident bacteria of the skin, indi- 
can was present in the above percentage of cases. 

"Pyorrhea alveolaris seems to come under the same class and the 
indican is found in such cases almost uniformly. The deduction is 
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that indicati is the product of intestinal fermentation, due probably 
to the bacillus coli communis acting on peptones," 

Talbot found indicanuria present in almost all patients suffering 
from so-called pyorrhea alveolaris, also an increased blood pressure. 

Goadley, who has been working on the subject of pyorrhea for 
the last ten years, has lately taken that disease as the subject of the 
Erasmus Wilson Lecture delivered before the Royal College of Sur- 
geons of England. He has come to the conclusion that a frequent 
cause of the disease is that article of diet, so universally used and 
so carefully safeguarded — namely milk. 

After briefly sketching the history, of the disease and remark- 
ing on its prevalence among lower animals, Goadley called attention 
to the fact that many diseases have been regarded as predisposing 
causes, such as diabetes, rickets, enteric fever, etc., all associated with 
the loss of muscular tone and inflammation of the oral mucous mem- 
brane. He next referred to the insidious onslaught of the complaint 
and pointed out that bleeding of the gums on using the toothbrush 
was genei'ally an early symptoit), and is, in any case, always a patho- 
logical sign. He then called attention to the wide distribution of the 
disease, which is usually endemic, hut may appear in an epidemic 
form in families or in communities, as amongst the American troops 
in the Cuban campaig^n. It also seems fairly common among the na- 
tives of India and Africa, 

After dealing with the local manifestations he then touched upon 
the more serious side, viz., the general infection of the body, often 
with curious remote effects. He showed how the antrum and other 
accessory sinuses, the eye and possibly the ear may become infected, 
how bacteria invaded the stomach and digestive tract, and how the 
blood might be directly affected by the toxins absorbed from the 
gums. He reminded his hearers that pus from the gum produced a 
local abscess when inoculated into animals. A number of these 
animals died, some recovered. The results were not uniform or regu- 
lar, confirming the researches of Miller that the disease was not due 
to a specific organism which could be isolated. 

When Wright published his discourse relating to the opsonins, 
he showed that when a vaccine is prepared from the patients own 
staphylococci, a beneficial result is often obtained. Following up this 
idea, Goadley prepared vaccine accordingly from a number of pa- 
tients, and has found that the use of these, in conjunction with local 
treatment, has been "productive of excellent results. 

Goadley's arguments in favor of milk infection are as follows : 
It is known that the staphylococci are often present in milk ; pyorrhea 
is a frequent sequel to infectious disease, during which the patient 
has been for some time upon a milk diet; it frequently occurs in 
several members of the same family, suggesting a common origin. 
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Another factor is the close similarity of ulcerative stomatitis in 
children and pyorrhea in adults. The former does not occur in 
adults nor the latter in children as a rule, and Goadtey suggests 
that they are the same disease under different aspects arising from 
a common origin. 

Goadley must be congratulated upon his laborious efforts to 
elucidate a problem which has been an enigma to the medical and 
dental professions ; still there are points which invite criticism. It 
hardly seems probable that the etiological factors of pyorrhea 
alveolaris should be found in milk, for were it so the disease itself, 
or "its modified form of stomatitis ulcerosa," would be more fre- 
quent in children. Whereas the fact remains that pyorrhea 
alveolaris is mostly prevalent among individuals who do not partake 
of much milk but live on a diet rich in heavy meats with little 
vegetables and scanty mitk supply. Ulcerative stomatitis as a rule 
occurs in children who are poorly nourished and partake of milk of 
poor quality. 

McKee, in his paper, reviews the causes of indicanuria and 
describes a simple test for its detection. Having examined the urine 
of a large number of cases of so-called pyorrhea, he concludes tiiat 
it is of utmost importance to the specialist treating oral disease to 
examine the urine to determine the presence of intestinal fermenta- 
tion, which is an etiological factor of interstitial gingivitis or so- 
called pyorrhea alveolaris. 

The reviewer's experience has led him to believe that gingivitis 
(interstitial) is always associated with systemic disturbances. Fre- 
quently the gingival condition, without- any other symptom, objective 
or subjective, will enable one to make a diagnosis of otherwise latent 
systemic disorders. 

Gingivitis is most frequently associated with constipation, pro- 
ducing intestinal toxicosis. The reviewer has found that gingivitis 
(interstitial) is most often found in Hebrews (who are known to 
eat good and plenty) and people who partake of large amounts of 
rich foods, people who lead a sedentary life, who indulge in too 
little exercise and Who drink very little water. It is a recognized 
surgical fact that appendicitis is a frequent occurrence among such 
people. 

On the other band, gingivitis is sometimes associated with 
diarrhea, and the writer has found, if such is the case, the diarrhea 
is produced by toxicosis emanating from the septic buccal con- 
dition. These cases are often accompanied by a rise of temperature 
and other symptoms of sapremia. 

Gingivitis is also found in syphilis, tuberculosis, in diabetic as 
well as in gouty states, and can always be traced to abnormal cir- 
culatory conditions (either the blood or the blood vessels, or both) 
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which are induced by suboxidation or the retention of excrementi- 
tious matters. Gingivitis (interstitial) therefore becomes of distinct 
diagnostic value, and if this fact be recognized in its full significance, 
we will not only have so many cases of unrelieved, ill-treated 
pyorrhea, but systemic disease will be recognized in its early stages 
and much suffering will be prevented. The work of Talbot and 
Goadley caimot be estimated too highly, as they were the first who 
studied this buccal lesion extra orally, and even if their theories 
may not all be acceptable they are pioneers in the development 
of a field which has lain bare and is of the greatest importance to 
the physician. 



A CRITICAL RftSlIMfi OP THE NEWER METHODS IN 

THE DIAGNOSIS OF THE FUNCTIONS 

OF THE KIDNEY 

By KINGMAN B. PAGE 
New York 

The past decade has wrought many changes in our knowledge of 
both the function and diseases of the kidney. Old idols have been 
destroyed and new ones set up to meet after an ephemeral existence 
the same fate. Each has served its purpose, however, and though 
meeting with an untimely end, advanced through the demonstration 
of their false premises or deductions, to a better knowledge and 
dearer understanding of the subject. 

The time is past when heat, nitric acid, Fehiing's solution, 
specific gravity, and litmus paper, with perhaps a test for urea and 
a more or less careful microscopic examination for casts should 
constitute- the sum total of our efforts to determine the nature of 
the functions and lesions of the kidney. Crude and purile as they 
now seem in the light of present detailed- chemico-physical studies 
of the carefully separated urines, they stand out as great mile stones 
on the highway of medical progress, even though so conservative a 
clinician as Cabot would topple them, not only from the high pin- 
nacle they once occupied, but mercilessly expurgate them from the 
memory of man. 

Hasty or skeptical criticism of customary methods is soon seized 
upon by the unthinking as a satisfactory excuse for the neglect of 
aU. It is far better that the physician determine from the mixed 
urines, the presence or absence of albumen, sugar, casts, lessened 
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specific gravity or increased concentration, the nitri^en and urea 
content, than to assume all analyses save by elaborate and compli- 
cated instrumental and laboratory methods are a delusion and a 
snare and neglect those which are in his possession. Therefore, 
while appreciating the necessity of enforcing the knowledge of the 
inadequacy of our usual methods, let us still more strongly enforce 
the necessity of continued and careful examination by the old, while 
disseminating the knowledge of the later and more accurate ones. 

The literature on functional diagnosis of the kidney has grown 
immensely, particularly in the last few years. Its extent may be 
gauged, when in a recent work by Kapsammer, no less than 1827 
references are given. Albarran, Achard, Debove and Castaigne 
have published voluminous works on the subject. 

Of these newly applied methods, many are still entirely sub 
judice. The greatest diversity of opinion naturally exists as to their 
value. Lauded by their sponsors as an efficient means of solving 
the important and vexed problem of kidney insufficiency; their 
critics condemn them absolutely or damn them with faint praise. 

The value of cryoscopy. color tests, phloridzin, electrical con- 
ductivity are championed and opposed with equal fervor by various 
investigators. In so voluminous a literature it would be hard to 
separate the wheat from the chaf ; therefore in reviewing the 
various methods of testing the function of the kidney, only those 
whose value has been more or less proven will be discussed. For a 
more exhaustive study the reader is referred to the original authori- 
ties mentioned in the text. 

In the study of the sufficiency of the kidneys, but little infor- 
mation of value can be gained by the examination of the mixed 
urines, as passed per urelhram or obtained by bladiier catheteriza- 
tion. We can merely determine that one or both kidneys are work- 
ing efficiently or otherwise. To obtain definite knowledge, it is 
necessary to obtain the urine collected separately and simultaneoiisly 
from each kidney. This of necessity can only be effected by intra- 
vesical instrumentation, either by the use of the catheterizins 
cystoEcope or one of the various forms of segregators. It would, 
therefore, seem appropriate at this time to consider the instruments 
and technic employed in obtaining the urincj before proceeding to 
the chemico-physical study of the same, 

Cystoscopes and Ureteral Catheterization 
The strenuous efforts in recent years for accuracy and perfection 
of diagnosis has lead to the invention of many instruments for the 
examination of the internal parts of the body. After the ophthalmo- 
scope, chiefest of these has been the cystoscope perfected by Nitze 
and Leiter. By the cystoscope we have been enabled not only to clear 
up the nature of the various vesical lesions, but by its use in its im- 
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proved form to catheterize the ureters and elucidate many problems 
in the functions and diseases of the kidneys. 

The student in cystoscopy at the outset of his studies will be 
bewildered by the many and various types of instruments. The 
peculiar value or benefit of each being most strongly insisted on by 
the designer or dealer, A moment's consideration wilt, however, 
reveal that they are in the main merely minor variations of the same 
general principle, modified to suit individual taste. Practically 
there are only two general forms ; that designed on the lines of 
Nitze (European type) and that of Tilden Brown (American ^pe). 

The essential parts of all cystoscopes are the lamp or source of 
illumination and the telescope or visual apparatus. Briefly, the 
cystoscope of Nitze consists of a small incandescent lamp placed at 
the internal or vesical end of a straight tube which it joins at an 
obtuse angle. The tube contains the telescope (a series of lenses) 
and at the bladder end on the upper surface a small glass window 
by means of which an incandescence of the lamp in a closed cavity 
like the bladder through the telescope, a clear view of the interior 
may be obtained. This, the original form, has been modified in 
several ways, by the introduction of channels in the tube, allowing 
the in and out flow of the bladder medium or the passage of small 
catheters thus allowing of catheterization of the ureters, or the 
passage of cauteries, snares or forceps, for the performance of 
intra-vesical operations under control of the eye. 

In all instruments constructed on the Nitze principle the fixed 
relation of telescope and lamp has practically been retained. In the 
type now to be considered a very material change has been made. 

The Tilden Brown or American type of cystoscope involves the 
separation of lamp and telescope and the separation of the sheath or 
tube into two parts. In this type of instrument the lamp is attached 
to a canula constituting the sheath at an obtuse angle. -Through 
this canula the telescope is introduced as are also the various other 
appliances. It is in this division or separation of telescope and 
sneath that the fundamental variation consists and fairly admits of 
the classification of two types of instruments, the European and 
American, 

Having presented in a brief and very broad manner the differ- 
ences in construction, we will consider certain details and contrast 
them. 

The Lamp. A prime essential to successful cystoscopy is a 
good reliable light. As originally constructed the lamps were of 
high resistance, consequently when used became rapidly so hot as to 
be capable of severely scorching the vesical lining. This lamp, how- 
ever, gives the maximum quantity of light and is the one usually 
supplied with the European instrument. American ingenuity has 
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produced, however, the so-called cold lamp, one of low resistance 
and creating but little heat ; but also accompanied with a diminution 
of the quantity of light emitted. It is questionable if the greater 
safety compensates for the loss in efficiency. There is also a differ- 
ence in the mounting of the lamps. The foreign lamps are usually 
surrounded by a metallic hood exposing the lamp only on the side 
toward the window, while in the American type it is freely exposed, 
being attached merely by the base or surrounded by a hoop allowing 
illumination in all directions. 

In relation to the lamp the soiM-ce of power must be considered. 
We want not only a reliable source of electricity but a steady one, 
one which does not cause loss and annoyance in burned out lamps. 
We have found that the most satisfactory source of power is either 
a storage battery or, from its portability, a good dry battery. 

Types of Cystoscopes. In contrasting the two types, the 
fundamental principle of separation of the shaft must be considered. 
It is unquestionable that the American with the large canula left on 
withdrawal of the optical apparatus, possesses certain advantages 
in allowing rapid exchange of bladder medium, over the smaller 
channels of the European type (although this principle has been 
practically adopted in some of the more recent foreign cystoscopes). 
The decision must of necessity rest upon the view afforded of the 
interior of the bladder and the ease with which the ureteral orifices 
may be catheterized. As originally designed, the American was a 
direct view telescope. (This principle of a direct view catheterizing 
telescope was not new, as Brenner in 1887 designed his direct view 
instrument based on the Nitze lines). The field afforded by the 
direct telescope is not as large as that of the indirect. The manipu- 
lation is also somewhat different being effected by pointing, moving 
the instrument as a whole in obtaining a view of the different parts 
of the bladder, while in the indirect view a rotation of the shaft is 
the chief maneuver necessary. There can be no question however 
but that the best and most comprehensive view is afforded by the 
indirect telescope. There is one serious objection to many of the 
foreign catheterizing cystoscopes; the crossing of the catheters on 
withdrawal of the instrument. This is avoided in the direct instru- 
ment, and in certain foreign cystoscopes, by the practical adoption 
of the American principle of separation of shaft and telescope. 
Regarding facility of ureteral catheterization, the indirect view with 
its larger field allows the ureteral orifices to be picked up more 
readily, although it is probable that once seen the direct view will 
allow of more easy introduction. One point that must be most 
strongly insisted upon is that the instrument is so constructed as to 
permit of simultaneous ureteral catheterization. 

Segregators. This type of instrument devised by Harris and 
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improved by Downes, Cathelin and Luys has not found the favor 
that its merit of seeming simplicity affords. The instruments of 
Harris and Downes were of utility and have served a useful pur- 
pose but are now out of date. The improved instruments of 
Cathelin and particularly that of Luys' are still on trial. Luys' 
instrument is certainly a valuable addition, to our armamentarium 
and deserves consideration. Compared with its associate method of 
cystoscopy, it is quite as painful. More painful than ureteral 
catheterization with withdrawal of the cystoscope and its applica- 
tion requires a bladder capable of containing an amount of fluid 
sufficient for cystoscopy. Its use is more fatiguing to both surgeon 
and patient. Great care and attention are also necessary to main- 
tain an effective dam and complete separation of the urines. Its 
chief merits are its simplicity in use, as neither battery or local or 
general anesthesia are required. The advoidance of the danger of 
ureteral infection is also a point in its favor. 

As an instrument of precision and delicacy it is not comparable 
with the cystoscope. Furthermore there is the loss of knowledge 
of the vesical condition which is afforded by the visual examination. 
This in itself is a matter of serious consideration. In certain cases 
it is a valuable adjunct to ureteral catheterization in settling the 
question of a possible reflex anuria. We have noticed in several 
cases that an apparently dry kidney on cystoscopy or catheterization, 
would secrete. more or less freely on segregation. Barringer (Ameri- 
can Jour. Med. Sciences, March, 1907) gives a good resum6 of the 
use of this instrument in fourteen cases with comparative cystoscopic ^ 
findings. Luys (Exploration de I'appareil urinaire, Paris, 1907) ex- 
ploits its uae with much ardor. 

Taking all factors into consideration we believe that ureteral 
catheterization should be the method of election in all suitable cases. 
Segregation being reserved for exceptional cases or where cystoscopy 
is not consented to. 

Technic. Certain practical points in connection with cystoscopy 
will be briefly considered. ■ In the male the prone position with a 
small sand bag under the hips, as recommended by Hurry Fenwick, 
is the most convenient for general use and least painful to the 
patient, though somewhat fatiguing to the surgeon. In this 
position with the indirect view cystoscope, we can at once pick up 
the ureters and examine the base of the bladder. As the majority 
of lesions are found in this region, this position should be favored. 
For ureteral catheterization or in women the lithotomy position is 
necessary as allowing of greater freedom of manipulation. It adds 
much to the comfort of the patient if the knee crutch is used, care 
being taken not to flex the thighs too acutely on the body. In fact 
the feet shoukl be much above the level of the body. 



,y Google 



29° The Akchives of Diagnosis 

Bladder Medium. A dear medium is essential to successful 
cystoscopy. Hurry Fenwick claims great advantages for the natural 
secretion of the urine when sufficiently clear. Other cystoscopists 
evacuate the bladder and introduce a mild antiseptic solution. When 
clear the urine is the one most suitable and should be used. But this 
opportunity is limited ;. for it is generally necessary to induce an 
artificial polyuria to obtain urine of the required transparency. This 
is undesirable where functional diagnosis is the objective. The 
bladder must also be capable of containing at least loo cc, (The 
use of the air-cystoscope has not been considered.) While its use 
might be indicated in exceptional cases, its practical application 
except in the PawHck-Kelly or Luys type of instrument is most 
unsatisfactory. 

With a small contracted bladder cystoscopy may be impossible 
and the use of the segregator enforced or the examination abandoned 
unless time permitting, the bladder by treatment and training brought 
to a condition where it will retain the requisite amount. An excess 
of fluid is also detrimental but readily controlled by permitting its 
escape through the catheter channels. 

Cystoscopy in functional diagnosis of the kidney. Hurry Fen- 
wick (Obscure Diseases of the Kidney, 1903; Clinical Cystoscopy, 
1904) lays much stress on the condition of the ureteral meatus and 
ureteral efflux as an indication of the functional activity or of 
disease in the kidney or ureter. In this he is followed by many 
English surgeons. Freyer (Surgical Diseases of the Urinary 
Organs, 1908) and Symonds in his recent Lettsomian Lectures 
(Lancet, March 21-28, 1908) accepts his deductions as most valu- 
able. While there is no doubt that in many instances the con- 
dition of the ureteral orifices will afford valuable hints as to the 
condition of the upper urinary tract, it has lost much of its import- 
ance by the improvement of the catheterizing cystoscope and is now 
to be regarded as only a preliminary step to its performance. 

The technic is fully described in the recent works of Fenwick, 
Casper, Nitze, Luys, Albarran and Kapsammer. ■ Also in a most 
excellent article by Kolisher and Schmidt (Jour. A. M. A., June 4, 
1904). 

In connection with the subject of ureteral catheterization and 

renal diagnosis the possibility of supernumerary ureters and 

anatomical variations of the kidney must not be overlooked. This 

was ably discussed by Huntingdon in the Herter Lectures, 1906-7, 

Functional Diagnosis of the Kidney 

The methods of investigating the functional activity of the 
kidneys has assumed particularly great importance since the inva- 
sion of surgery into the domain of renal disease. Formerly content 
to prove the existence of the second kidney, the fatal termination of 
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a number of cases where nephrectomy had been performed and the 
only more or less competent organ removed, forced the surgeon to 
seek and devise new and more thorough means of determining the 
condition of each kidney separately. 

The question of the secretion and excretion of the kidney has 
been investigated from many points of view. By the physiologist, 
the pathologist, the urological surgeon and the chemist. The physi- 
ologist and the chemist have in the main developed their knowledge 
of the functions of the kidney on the results of the quantitative and 
qualitative examination of the products of both kidneys and not on 
the relation of their functional activity to the catabolism of the 
body as a whole, or the relative sufficiency of one kidney to the 
other, or the ability of one organ to compensate for insufficiency in 
the other. 

Therefore the propositions before us in concrete forms are : 

1. Can we determine the eificiency of the kidney in relation to 
catabolism in general ? 

2. Can we determine the functional efficiency of each kidney 
separately ? 

3. Can we determine the ability of one kidney to compensate 
for the insufficiency of the other? 

These propositions are the essential basis for a diagnostic and 
prc^nostic study of the renal functions. 

To the first proposition we can only return a qualified negative — 
practically no. For here we must consider the ability of the kidneys 
to properly dispose of the water and products of catabolism brought 
to them hy the blood. That the determination of the renal suffi- 
ciency is not at the present time practically possible may be illus- 
tratedby the oft used nitrogen and urea argument. The sum total 
of which is, that in ignorance of the total amount of nitrogen intro- 
duced into the body, the amount excreted in the urine possesses no 
real value. For it is not the amount excreted that determines the 
efficiency of the renal function — but the amount retained in the 
body. The same argument holds true of the other products of 
catabolism. Elaborate studies have been made of the nitrogen, 
chlorides and other substances contained in the food that a standard 
of elimination through the kidneys niight, if possible, be determined. 
Though this is a possibility in an individual case, it would not be 
applicable as a general formula. Furthermore, as Heinrich Stern 
so often reminds us, the constituents of the urine, especially those 
of nitrogenous character, do not represent the intake of the previous 
twenty-four hours, but from a much longer period prior to that 
time. Nor is the nitrogen eliminated by the urine alone, but also 
by other excretions of the body. 

Therefore, the conclusion a posteriori must be, that in ignorance 
of the intake, analyses of the output possess no real value, and that 
the chemistry of the mixed urines does not afford us information 



,y Google 



292 The Archives of Diagnosis 

as to the functional activity of the kidneys in relation to catabolisra 
in general. 

To the second proposition, again a qualified negative must be 
returned, with this distinction, however, based on the assumption 
of certain facts verified by urological experience : that the kidneys 
normally secrete and excrete practically synchronously and that in a 
moderately long period of time, an hour for instance, the compo- 
sition of the separated urines would be practically the same. With 
this assumption we are enabled by determining the physico-chemical 
characters of the separated urines to arrive at a fairly definite con- 
clusion as to the amount of work performed by each kidney in a 
given time. Not in relation to the general bodily efficiency be it 
understood — but to each other. 

To the third proposition the same general reservation must be 
made. It is well substantiated that one kidney is competent to per- 
form the work of both. Also that the remaining parenchyma of a 
diseased organ may by increase of function compensate for the 
destruction of other parts. Where compensation is fully effected 
by this increase of function in the diseased kidney its detection 
would be difficult by functional tests. The compensation is rarely 
so perfect in practice, however, as to offer much difficulty. We are 
therefore able to state that, with the means now at our command, we 
are able to determine with a degree of accuracy sufficient for prac- 
tical use the relative capacity and degree of compensation of one 
kidney for insufficiency in the other. 

Summary. Although we do not possess means of determining 
the total functional capacity of the kidneys, we are enabled by the 
methods about to be described to estimate their relative functional 
capacity with a fair and practical degree of accuracy. 
Physical Tests 

Cryoscopy of the Blood. (Graphically represented as *). The 
estimation of the molecular concentration of a fluid by the 
determination of its freezing point in relation to the freezing point 
of distilled water is a well-known physical principle. The 
greater the molecular concentration the higher the freezing point 
or vice versa. The application of this principle introduced in 
medicine by Koranyi as a means of determining the renal effici- 
ency by the molecular concentration of the blood has received much 
support as a method of great value. It has been investigated by 
Kiimmel of Hamburg (Surg, Gyn. & Obst., Jan., 1907) in nearly 
1,000 cases, many of which were confirmed by operation or post 
mortem examination. Cryoscopy of the human blood has developed 
that the freezing point may be defined with accuracy and constancy 
sufficient for practical clinical use at — 0.56 to — 0.57 C. In func- 
tional or organic disease of the kidney where elimination ■ is de- 
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fective, the molecular concentration of the blood is increased and 
the freezing point is higher. Kiimmel states that where the elimina- 
tion is so defective that the molecular concentration is so great as 
to give a point as high as — 0.60 C. operation is contra-indicated. 
Had continued investigation sustained the uniform value of 
cryoscopy under all conditions, owing to its simplicity its value in 
medicine would be unmeasurable. But as Koranyi proves a higher 
value than — D.58 C. may be found in circulatory disturbances of 
the kidney and with abdominal tumors, both of the kidney or other 
organs. Nephrolithiasis (renal colic) may induce a result as 
high astf — — 0.76 C, in compensated unilateral disease during the 
attack, which in the interval exhibited a value of 6=: — 0.57 C. 
There are also other factors which may impair the S value. Reten- 
tion of water in the system as in anasarca and ascites. This reten- 
tion of fluid even in the presence of a lessened renal permeability 
and an absolute increase of solid molecules may be sufficient for a 
time at least to preserve a value of (S= — 0.57 C. In certain patho- 
Ic^cal conditions in which there is a lessened intake of food or 
restriction of diet or by a change of catabolism and an alteration in 
the character of the end products may suffice even in case of renal 
insufficiency to prevent an increased molecular concentration. These 
conditions all strongly militate against the acceptance of cryoscopy 
as an absolute indication of lessened renal permeability. 

Cryoscopy of the Urine. (Graphically represented as A.) 
The main function of the kidney is eliminative, excretory. Through 
the blood are brought to it the products of catabolism. Through 
the variations of osmotic pressure in the glomeruli and renal tubules, 
the secretion of urine with its increased molecular concentration is 
effected. This molecular concentration is much greater than that 
of the blood varying from 1.20 to 2.30 C. below that of dis- 
tilled water (Koranyi). The values according to Lindemann rang- 
ing in health from — 0.90 to — 2.70 C. Where insufficiency exists 
the readings are usually less than — 1.0 C. Divided opinion exists 
as to the value of this method. Some experimenters regard it as 
of little worth and on a par with the specific gravity, and have de- 
vised a formula for converting the latter into i value by multiply- 
ing the last two figures of the specific gravity by 0.075. Others 
claim that in 'contracted kidney the A value is but slightly changed. 
if at all, while in the parenchymatous (chronic) forms there is a 
lessened A value. This is regarded as patht^nomic for these forms 
of disease by Roth-Schulz, and Kovesi, when the A value is taken 
in connection with an artificially induced polyuria. In the paren- 
chymatous forms the power to produce a dilute urine being 
diminished, while in the interstitial it is affected to but a slight 
degree. If these pure forms of nephritis existed as a rule and not 
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as the exception; these observations would be invaluable, but as 
pathological examination have established the. vast preponderance 
of the mixed fonns, their diagnostic value is reduced in proportion. 

The relation of tf to A. Kiimmel, as the results of his obser- 
vations in a very large series of cases lays great stress on this and 
considers the variation of the freezing point in comparative relation 
as possessing both diagnostic and prognostic value. 

As a comparative method in the examination of the separated 
urines cryoscopy affords us an accurate and simple means of deter- 
mining their relative efficiency. 

Electrical Conductivity. This method of examination is bor- 
rowed from the physical laboratory. It is the reciprocal of the 
resistance which a certain quantity of fluid, between two platinum 
electrodes of given size and given distance apart, offers to the pass- 
age of an electric current of known strength. Its application in 
medicine is still in a purely experimental stage. It is doubtful if 
it will prove sufficiently practical to be of use to the urologist. 

Tests of the Elimination or Permeability to Certain Known 
Substances 

Methylene blue (Achard and Castaigne). This test is best 
performed by the intramuscular injection of i cc. of a 1.20 watery 
solution. It is supposed to test the epithelial filtration. The dye 
is first eliminated as a colorless chromogen (detected by boiling with 
acetic acid) and then by the appearance of the color in the urine. 
In normal cases or where there is sufficient normal parenchyma to 
eliminate the dye it appears in the urine in from fifteen to thirty 
minutes. Reaching its maximum in three to four hours. Elimina- 
tion is normally completed in from thirty-five to sixty hours. The 
chromogen being the last to disappear. Its delayed appearance 
after an hour or more has been assumed to indicate disease in the 
kidney and prolonged elimination to also indicate a lesion "with 
diminution of excretory surface" (Achard). In Widal's case it 
appeared only at the end of five hours and lasted but two hours. So 
that there was not only delayed elimination, but destruction of the 
dye in the body. Herter, while admitting that delay means disease, 
agrees that some nephritics show periods of nco'mal output. He 
denies that in any case there is a shortened period of excretion. In 
some cases the dye is destroyed in the body ; never appearing in the 
urine. (Emerson.) 

(The dye has also been extensively used in cystoscopy as a 
means of testing the patency of the ureters.) 

The conflicting factors in the use of this test are so many that 
while it possesses a comparative value, especially in the separated 
urines, it is not trustworthy when used alone. 
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Indigo Carmine. The same comments may be applied to this 
dye as to methylene blue. It is used with the same intent and 
purpose. 

Salicylic Acid. In the form of salicylate of soda and by intra- 
muscular injection it has been employed as a colorimetric test. Its 
excretion is supposed to be through the glomeruli and governed by 
physical laws alone. Comparatively few cases of its use have been 
reported and we are unable to estimate its value. 

Tests of the Chemical Activity of the Kidney 
(The formation of new substances from those artificially 
introduced.) 

Benzoic Acid. This is one of the oldest functional tests. The 
introduction of benzoic acid and its conversion into hippuric acid 
was studied by Jarsfield and Stockvis in 1879. Achard and Cas- 
taigne, about eight years ago, have inquired into the subject and con- 
clude that the methods of determining the amount of hippuric acid 
are not suificiently exact to be trustworthy. A still graver question 
exists as to whether other organs in addition to the kidneys do not 
participate in the formation of the acid. 

Phloridsin. The use of this substance to replace benzoic acid 
was proposed by Achard. The test is based on the generally ac- 
cepted theory that the glycosuria induced by the injection of 
phloridzin is due to the activity of the renal cells, and that a 
diminished or absent glycosuria indicates renal disease. The sub- 
cutaneous injection of i cc. of a i to 200 solution is made. The 
bladder emptied at intervals and sugar tested for by a copper 
solution. In normal persons sugar is present in from thirty to sixty 
minutes. Elimination lasts from two to four hours. The quantity 
of sugar eliminated varies from gm. 0.50 to 2.50 of glucose. In 
kidney disease the sugar is as a rule below gm. 0.50 or there may 
be none at all. Anomalies in the elimination do not always indicate 
renal disease (organic) but more or less functional disturbance. 
The subject has been thoroughly investigated by Casper and 
Richter in the light of comparative examinations of the separated 
urines. It does not permit of the determination of the separate 
forms of nephritis where disease is present. Kapsammer (Nieren- 
diagnostik, 1907) regards the time period of first appearance of 
elimination as of importance. If as late as forty minutes in the 
kidney which is not to be removed he considers operation contra- 
indicated, as that organ will not be able to compensate sufficiently for 
the loss of the other. Pertinent to this is the opinion of Rovsing 
that the diseased kidney may reflexly inhibit the sound one so as 
to apparently render it functionally incompetent. The sound or 
normal kidney acquiring full power on removal of the diseased one. 
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Beer (Jour. A. M. A., June 13, 1908), describes his investigations 
in seven cases (nephrolithiasis, tuberculosis, pyonephrosis, ureteral 
calculus and closed hydronephrosis) in which the second kidney was 
apparently functionally deficient; in four of which, however, on 
examination after operation on its diseased fellow, its reaction in 
time limit was found to be normal. 

Conclusions 

Having reviewed the various methods of functional diagnosis 
of the kidney, we are forced to conclude that in the present state 
of our knowledge the various tests are but of limited value. Less 
so to the internist than to the surgeon. To the surgeon by their use 
particularly in the separated urines, information of more value may 
be gained, but even then the knowledge acquired is only compara- 
tive, not absolute. They are steps in advance, however, and their 
judicious employment and continued study in this line of investiga- 
tion will no doubt in time lead to the development of simpler and 
more accurate methods. 

The study of metabolism and the excretion of its "end prod- 
ucts" is as yet in its infancy, and though to-day we are in the dark — 
the light may come with the morrow. 
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GENERAL METHODS OF EXAMINATION— SYSTEMIC 
.AFFECTIONS— DISORDERS OF GENERAL MET- 
ABOLISM—INFECTIOUS DISEASES 

Volumetric Determination of Albumin by Acid PhoBpho-Tungstic — 
I. TsucHiYA, Zentralblatt f. innere Medizin, 1908. No. 24. (Second com- 
munication). 

The author found that a i % alcoholic solution of acid 
phospho-tungstic suffices to precipitate the entire albumin (below- 
7 pro mille) from the urine, and that the weaker solution gives more 
exact results than the 1.5% sohition originally devised by him. 
The formula of the new test-solution is as follows: acid phospho- 
tungstic i.o, acid hydrochlor. pur. 5.0, alcohol (gSfo) 100.0. The 
author uses now a special tube for his test which is better 
adapted for it than the Esbach tube. In this special tube the 
proportion of the urine to the reagent is 9:8. Traces of albumin 
may be qualitatively determined by employing equal parts of urine 
and reagent. If the amount of reagent used is much less than that 
of the urine, normal urinary constituents will be thrown down. Be- 
fore applying the test, the urine should be filtered and its specific 
gravity reduced to from 1,006 to 1,008. If the urinary albumin ex- 
ceeds 6 pro mille the urine should be diluted with water. The tube 
containing the mixture should be inverted froni 10 to 15 times. 
After 24 hours the pro mille contents of albumin, even if but very 
small amounts are present, may be read off. Western. 

A New Chemical Method for the Recognition of Bloo^^DELiABDE and 
Benoit, Gazette dcs Hflpitaux, 1908, No. 67, June 13. 

The following reagent is suggested : phenolphthaleine 2,0, po- 
tassium anhydr. 20.0, distilled water loo.o, zinc powder lO.O. The 
components are mixed, the reagent must be colorless. After filtra- 
tion it must be well preserved from the air For the purpose of blood 
detection l cc of the reagent and 2 or 3 drops of oxygenated water 
are added to 2 cc. of the suspected liquid. The temperature of the 
mixture should not be raised. If blood be present, even if but in 
mere traces, the entire liquid immediately assumes a more or less 
pronounced red coloration. The sensibility of this reaction exceeds 
that of the spectroscope. With a specimen of blood kept for twenty 
years in the laboratory for forensic medicine at Lille, the authors 
received a positive reaction by means of this test. Mill. 
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Hypcrglycemu in Febrile ConditionB — A. Houjngek, Deutsches Archiv 
f. klin. Med., 1908, Nos. 3 and 4. 

Hyperglycemia is always demonstrable in febrile states. It 
comes and disappears with the fever. As a rule, no sugar can be 
detected in the urine. The quantity of sugar contained in the blood 
does not depend upon the intensity of the fever. With our present 
knowledge we cannot decide whether hyperglycemia and fever are 
coordinated phenomena, or whether they are interdependent. 

Mill. 

EoBtDophilia in Eichinococcus DiseaBc — Rossello, Gazz. degli ospedali, 
1908, No. 63. 

A diagnostic as well as prognostic significance is attached to the 
blood eosinophilia which is observed in echinococcus disease. The 
author had occasion to study the eosinophilia in 39 cases of echino- 
coccus disease. Its intensity varied between 2 and 8%. It dis- 
appears at once after operation, and slowly vanishes when a cyst 
decays on account of suppuration, injection or bile irruption. If 
the eosinophile reaction continues after the operative extirpation of 
the cyst there is very likely another cyst remaining in the body. 

ZiMMER. 

The Ozydase-Reaction in Gonorrlieal Pns — Winkler, FoI hsmatologica, 
V, No. 1. 

The oxydase-reaction, which ccnsists in the production of 
closely planted dark-blue granulations occupying the entire plasma 

of pus cells, which are subjected to the influence of alphanaphtol 
and dimethyl-paraphenylendiamin, may be utilized for the separation 
of the positively reacting polynuclear leucocytes from the non- 
reacting epithelial cells and mononuclear leucocytes. The behavior 
of the two types of cellular elements to the reaction points to their 
functional dissimilarity. The gonococci do not give this reaction. 

Richard. 

Report of Fifty Cues Tested by the Calmette Reaction for TuberculosiB 
— -C. Graef, Med. Rec, May 9, 1908. 

The author reaches the following conclusions: (i) The test 
seems to be fairly reliable; {2) in some advanced cases no reaction 
will occur; {3) some allowance should be made for possible faults 
in the tuberculin as furnished at present. Reilly. 

The Cahnette Ocular Reaction to Tuberculin— H. C. Parkek, Jour. A. M. 
A., June 27, 1908. 

The following conclusions are offered: (i) The Calmette 
ocular tuberculin test is of as great diagnostic importance as any 
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other single test. (2) A positive reaction is indicative of a tuber- 
culous focus somewhere in the body. (3) The test is uncertain in 
patients under two years of age, in whom the cutaneous test of 
von Pirquet is most certain. (4) The test fails in advanced cases 
of tuberculosis but there is little need of it here for diagnostic pur- 
poses. (5) The initial instillation should be preferably under 
ifo strength, in order that severe inflammatory conditions may 
not follow its use, (6) If necessary to make the second and 
stronger test the instillation should be made in the eye not pre- 
viously used. (7) The consensus of opinion seems to be against 
using the test in an eye not wholly normal. (8) After-complications 
have occurred from the use of the test, but these have entirely 
cleared up in a varying length of time. These conditions are not 
so frequent when the initial test is made with a solution under ijo 
in strength. (9) Recent investigations have shown a greater num- 
ber of ophthalmic affections due to tuberculosis than formerly 
supposed, and in the Calmette reaction we have a simple means of 
differential diagnosis which should be thoroughly tried. (10) The . 
ocular reaction is especially valuable for ascertaining the tuberculous 
nature of cases of phlyctenular keratitis and conjunctivitis,' epis- 
cleritis and scleritis, chronic iritis and iridocyclitis, interstitial kera- 
titis, and chorioiditis, (ii) A 1% solution of Koch's "c4d" tuber- 
culin is nearly as good as the Calmette solution for diagnostic 
purposes, Richard. 

The Eye and the Ophthalroo-Reaction— P. Scholtz-Zehden, Therapeu- 
tiscbe Monatsbefte, April, 1908. 

Tuberculin in 1% solution as employed for the conjunctival 
reaction is well bom by almost every eye. Among the 150 
cases of the author no permanent injury to the eyes was re- 
corded. But two patients were temporarily injured by the 
ophthalmo- reaction. Half of the examined patients were affected 
with an eye disease, and even these had no aggravation of their local 
condition after the instillation. Two cases with pronounced con- 
junctival manifestations after instillation were not under treatment 
for an eye affection. In a case of not completely cured conjunc- 
tivitis eczematosa some phlyctcnar elevations, disappearing within a 
few days, were produced. In all othpr instances of eye disease the 
manifestations of the ophthalmo-reaction were mild, and the in- 
stillation neither caused a recurrence of the old process nor did it 
give ocpasion to a new injury. Ziumer. 

The Conjunctival Reaction in the Diagnosis of Surgical Tuberculous— 
Kkaeueb, v. Brunssche Beitrage z. klin. Chir. Vol. 57, No. 3. 

The ophthalmo-tuberculin diagnostic test should not be em- 
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ployed in patients exhibiting extreme general weakness or con- 
junctival changes. In 58 positively tuberculous cases the reaction 
was positive in 54 instances. In 37 non-tuberculous individuals 
negative results were observed in 36 cases. In 116 surgical cases 
the reaction proved of decided value in 14 instances, but it lead to a 
wrong diagnosis in one case. Zimuer. 

A New Cutaneous Tuberculin Reaction for DiaKnostic PurpOB«»— 
LiGKitKES, Comptes rend, de I'acad. des sciences T. CXLV, No. 18. 
Instead of scarifying the author shaves a portion of the skin 
and rubs very concentrated tuberculin into the irritated area. An 
edema which soon hardens develops in none other than tuberculous 
animals. It is followed by suppurating vesicles which dry up-and 
form scales. An induration may persist for months at the place of 
inunction. Richard. 

The Puncture Reaction after Injection of Tuberculin— F. Hauberger, 
Wiener klin. Wochenschr. igoS, No. 13. 

The reaction at the place of puncture after injection of i mg. 
or less of tuberculin is of specific significance in the tuljerculous. 
The puncture reaction is positive when the reaction is plainly notice- 
able for at least four or five days, and it is the most sensitive of all 
the known tuberculin reactions. Richard. 

Comparative Value of the Ophthalnio-Reaction and the Tuberculin Oint- 
ment Reaction — 'H. Heinemakh, Miinchener med. Wochenschr. 1908, 
No. II. 

In the non-suspect the conjunctival test gave 16% positive 
results, the ointment test 17% positive reactions. The results of 
both methods also correspond when employed in the tuberculous. 

Richard. 
The Ophtbalmo- Reaction in Children— H. Audeoud, Revue med. de la 
Suisse rom. XXVII, No. 10. 

The test was applied to thirty-one children ranging in age from 
eight months to fifteen years. In thirteen tubercular children the re- 
action was positive in twelve instances and negative in one instance 
(curretted tuberculosis of the cheek on the road to recovery). Of 
three suspects but one exhibited conjunctivitis. Fifteen non-tuber- 
culous showed no reaction. The manifestations commenced between 
five and forty-eight hours after the instillation and continued from 
two to seven days (usually nineteen to twenty-four hours, or two to 
three days). A slight elevation of temperature ensued in the tuber- 
culous. Richard. 

Chronic Albuminnriaa in Childhood — L. Langsteik, Therapeutische 
Monatshefte, March, igo8. 
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An albuminuria may be considered as innocent when the obser- 
vation, which has been continued for an entire year, proves the 
following: (a) that the night urine is always free from albumin; 
(_b) that there exist fluctuations of the contents of albumin in the 
day urine {the absolute degree of albumin excretion is of no sig- 
nificance) ; (c) that the greater portion of the albumin is precipitable 
by acetic acid in the cold. The albumin test is performed in the 
following manner : the urine is placed in two test tubes to the same 
height and a few drops of moderately diluted acetic acid is added 
to each tube. After shaking the contents of the two tubes for a 
few minutes some distilled water is added to each tube. To the 
contents of one tube a few drops of a weak solution o£ potassium 
ferro-cyanide is added. The smaller the difference in the turbidity 
of the two tubes the greater is the probability of the existence of a 
genuine orthotic albuminuria. The positive diagnosis demands 
measurement of the blood pressure and examination of the fundus 
of the eye. An innocent albuminuria is not accompanied by increase 
of blood pressure, hypertrophy of the left ventricle or accentuation 
of the second aortic sound. The prognosis of uncomplicated ortho- 
static albuminuria is absolutely favorable, that of chronic nephritis 
in childhood, however, is very dubious. Zimmer. 

RSntgen Diagnosis of Barlow's DiBcase— Klotz, Monatsschr. f. Kinder- 
heilkunde, 1908, April. 

The early diagnosis of Barlow's disease is of great importance 
for its treatment. In former years the disease was generally not 
recognized before quite pronounced hemorrhages of periosteum 
and gums had ensued. We are to-day able to diagnose the incipient 
stages of the affection in many instances. Anorexia and sensitive- 
ness of the extremities, for which there is no apparent cause, con- 
curring with a minute hematuria, point to Barlow's disease. The 
observations of Fraenkel, Hoffmann and Rehn have demonstrated 
that Rontgography is not only an excellent means for the positive 
identification of clinically doubtful cases, but that the typical changes 
on the bones which are clearly seen in the Rontgen picture are an 
early diagnostic symptom. The characteristic changes consist in a 
narrowing of the cortex and in an indistinctiveness of the fine 
cancellous tissue structures and either a broad, or narrow, or linear, 
or curved profoundly dark diagonal shadow on the line of attach- 
ment of diaphysis and epiphysis. Subperiosteal extravasations of 
blood are, of coiu-se, also recognizable in the Rontgenogram. The 
typical changes of the bones, as revealed by the Rontgen examina- 
tion, continue for a long period after the clinical amelioration of 
the affection. Western, 
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A Rare Case of IdiosTiicrasy for Egg-Albiimeti— P. Landmann, Munch- 
ener med. Wochenschr., i<jo8, No. 20. 

The case is remarkable because the idiosyncrasy existed 
throughout the patient's life. It was present in his earliest child- 
hood. Proteids other than the white of the eg^ do not nauseate 
the patient. As a boy he was affected with urticaria brought about 
by eg^-albumen which he had partaken of unknowingly. If he takes 
e^-atbumen, in but the smallest amount (without his knowledge), 
toxic phenomena of an alarming character, as vomiting, diarrhea, 
etc., will invariably' supervene. If the egg-albumen be applied 
externally the untoward reaction is sure to follow. Autosuggestion 
is absolutely excluded. Mill, 

Hercuiial Intoxication— L. Bebnaho and J. Troisier, Gazette des Hopitaux, 
igoS, No. 61, May a6. 

Report of a case of mercurial poisoning in which cerebro-spinal 
symptCKHS were present. The cerebro-spinal liquid exhibited on 
several occasions a pronounced lymphocytosis and albumin. The 
patient was intensely anemic. There occurred a temporary icterus 
which the authors ascribed to the anemia assuming that it belonged 
to the hemolytic variety. Mill, 

Incomplete Myxedema (HTpothyroidea)— A. R. Elliott, Jour. A. M. A., 
May 30, 1908. 

In a condition so relative and of such, transitional nature as 
myxedema, not all nor even the majority of the usual symptoms 
may be exhibited in a given case. The most frequent and char- 
acteristic symptom is the yellowish subicteroid tinging of the skin. 
In individuals of middle age in whom their is no evidence of hepatic 
or blood disease this symptom may indicate a possible thyroid in- 
sufficiency. The face may not be swollen and "moon-shaped" as in 
completely developed myxedema, but is yellowish, with watering of 
the eyes and slight swelling of the loose orbital tissues and a peculiar 
reddish flush over the malar prominences is often observed. The 
subcutaneous swelling may be only slight or intermittent, coming 
and going without apparent cause. It is frequently limited to the 
tissues of the eyelids. The temperature may be normal or only 
occasionally subnormal. The integument may retain its softness 
and moisture and there may be free perspiration at times. Diag- 
nosis in such incomplete cases can be but tentative and the thera- 
peutic diagnosis by the careful administration of thyroid extract has 
to clear the field and to prove the existence of hypothyroidism. . 

Western. 
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The author, by the aid of skiagraphy, comes to the conclusion 
that sciatica is only a symptom of hip-joint disease in many instances. 
Chronic arthritis contributes a large portion of these cases. 
Arthritis deformans and gout also contribute their share in its 
causation. Since tuberculosis of the hip-joint is associated with 
referred pain (to the knee) there is no reason why other hip-joint 
diseases should not cause pain referred along the sciatic nerve, 

Sachs. 
New Obaervations on Superficial Epitfaeliomi — Reclus, Gazette des 
Hopitaux, 1908, No. 64, June 4. 

A description of two cases of superficial epithelioma of the 
leucoplastc mucosa which had developed in cancroid form. In 
literature no such cases are hitherto reported. The characteristic 
symptoms were the development on a leukoplakia, the appearance of 
a tumor, the lenticular or elliptic form, the induration on the basis, 
the ulceration on the surface. The development seemed that of a 
benign tumor without tendency to recurrence. Mill. 

Detection of SpirochBtae Pallida in Congenital Syphilis — C. Grouvein, 

Zentralblatt f. Gynakologie, igo8, No. 18. 

In nineteen cases of congenital syphilis the spirochietse pallida 
were detected in almost every organ, in superficial papules, in 
pemphigus-cysts, in the liver, lungs, spleen, kidneys, placenta, brain, 
nerves, heart, blood-vessels, stomach, intestines, pancreas, testicles, 
ovaries, etc. In eleven cases the children were bom alive; in six 
cases they were still-bom. In the cases of the children born alive 
maternal syphilis could be demonstrated in nine instances. Mill. 
Gummatous Affections of Lymphatic Glands — S. Hastincs, Middle Essex 

Hosp. Jour., May, 1908. 

In tertiary syphilis enlargement of lymphatic glands is com- 
paratively rare especially in the acquired form. In syphilitic disease 
of the viscera the neighboring glands are sometimes enlarged, but 
the superficial glands are less often involved. Of the superficial 
group the inguinal and cervical glands are most frequently affected. 
Generally a group of glands is involved forming a mass bound 
tc^ether by fibrous tissue. If untreated, softening occasionally re- 
sults with ulceration of the overlying skin. A thick yellow purulent 
discharge with tissue necrosis follows and exuberant granulations 
may spring up forming a fungoid mass. Sometimes cachexia de- 
velops. Syphilitic glands should be differentiated from tubercular 
glands, lymphadenoma and secondary carcinoma. Tubercular 
glands are usually encountered earlier in life and are more fre- 
quently limited to the anterior triangle. When degeneration does 
occur fistute are more frequent, while syphilis is prone to involve a 
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considerable area of the overlying skin. The diagnosis from 
carcinoma rests on tiie discovery of the primary growth. Sacks. 

The Deep Intraocular Lesions of Infantile Inherited Sjrphilis and Tardy 
Inherited Syphilis, from the Standpoint of General Pathology, Prog- 
nosiB and Treatment— C. S. Bull, Med. Rec, April 4, 1908. 

Besides the gross lesions of infantile inherited syphilis seen in 
the retina, the chorioid and the optic nerve, and the more or less 
rudimentary stigmata seen in the iris, lens, and vitreous humor, the 
author has observed certain malformations or evidences of defective 
development in the eyeball, which may be directly traced to inherited 
syphilis. Patients with the stigmata of late inherited syphilis do 
not often present the classical type of the disease, as do almost 
invariably the infants and children. They are not often undersized 
or of slender build, and rarely exhibit a shriveled or stunted appear- 
ance. In most of the cases the diagnosis cannot be made with cer- 
tainty until after the most searching scrutiny of the patient, and 
painstaking and extensive examination of the family. The ocular, 
dental and aural stigmata are of the greatest value. The dental 
stigmata are the most important, but the Hutchinson teeth are not 
always well-marked. We do not always find the three distinct fea- 
tures of a crescentic notch in the cutting edge of the incisor teeth, 
the oblique convergent direction of these teeth, and the screw-driver 
shape. Besides these features there is often an erosion of the cusps 
of the first molar, and a vicious implantation of the teeth, associated 
with precocious caries and the absence of certain teeth. These 
dental stigmata are much more frequently present in the patients with 
late inherited syphilis than are the deep intraocular lesions, and yet 
sometimes they are so faintly marked as scarcely to excite a sus- 
picion. The diagnosis becomes relatively easy where the inherited 
taint has stamped itself on the general physiognomy of the patient. 
These may be a general stunted appearance, signs of senile de- 
crepitude or a general infantile appearance from arrest of develop- 
ment. But there is nothing constant or regular in the occurrence of 
these stigmata. Certain aural stigmata may serve as diagnostic 
aids. If the patient presents a history of severe acute deafness, 
coming on suddenly without any prodromata, and there is no lesion 
which may account for it, there is great probability of- the cause 
being inherited syphilis, which is increased if marked resistance to 
specific treatment is shown. While the inherited taint may affect 
the entire organism, it may also show itself in but a single organ, 
like the eye, the ear, or the teeth. When, after the most rigid 
examination no positive evidence is gained of inherited syphilis, we 
must turn to the family, both the immediate and collateral relatives, 
for assistance, and here the investigation must be made as rigid 
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and extensive as possible. Repeated miscarriages on the part of 
the mother and early infant mortality point almost unmistakably to 
inherited syphilis. We should try to estimate the real value of tiie 
stigmata in the diagnosis of inherited syphilis. The presence of 
inherited syphilis is proved by the existence of several of these 
stigmata. The presence of only one stigma, even but faintly de- 
veloped, points to inherited syphilis, provided the examination of 
other members of the family reveals the presence of other stigmata. 

Western, 
A Peculiar Affection of die Inguinal LTmph Glanilfl — Pigeon and TANTOtf, 

Archives gfnirales de Medic, 1908, p. 76. 

An inflammatory process of the superficial inguinal glands ex- 
tending usually to the neighboring superficial and deeper groups of 
glands and quickly resulting in suppuration. An extended peria- 
denitis is developed, but the glands do not completely suppurate 
which prevents the formation of a large pus cavity. The external 
genital organs are the portals of infection, but this is not always 
of a venereal character. In a lai^e series of cases the bacillus 
fluorescens (putidus and Hquefaciens) was demonstrated, 

Richard, 
Diplococcal Peritonitia — H. Salzer, Wiener med. Wochenschr., 1908, 

No. 13. 

There exists in children, especially in girls, a pneumococcal 
infection of the body which invades at first the peritoneum and is 
sometimes confined to it. The symptom-complex of this primary 
idiopathic pneumococcal peritonitis is the following: the children 
become affected with severe abdominal pains of rather uncertain 
location and without any premonitory symptoms; there is vomiting 
and often diarrhea, which latter is of great significance; herpes 
labiales is a constant phenomenon. The temperature may be raised 
to 40 deg. C, the pulse is small and fast, and there is pronounced 
cyanosis and dyspnea; insensibility and bodily decline complete the 
grave clinical picture. The abdomen is somewhat distended and 
sensitive to pressure, however, the pronounced muscular rigidity as 
found in appendicitis is not present. The affection continues either 
as a general peritonitis and soon terminates lethally on account of 
cardiac weakness, or it develops as an encysted peritonitis with a 
large fibrinous-purulent pneumococcal exudate. The exudate which 
may amount to eight litres, finally finds its way to the outside mostly 
through the umbilicus, but occasionally through the rectum, bladder 
or vagina. When developing into an encysted state, the affection 
tends to gradual recovery; vomiting, and elevation of temperature 
subside, the pulse improves but the diarrheal discharges may con- 
tinue for a number of weeks. Western. 
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The Diagnostic Value of tiie Ophthalmo Reaction in Typhoid Fever— 
O. ObszAg, Deutsche med. Wochenschr., 1908, No. 15. 

In as far as there is no stable typhoid toxin of uniform intensity 
the conjunctival typhoid test offers a number of imperfections. A 
positive reaction of the conjunctiva after six hours is not diagnostic 
of typhoid as it may ensue in other diseases. A positive reaction is 
found in most typhoid cases after twenty-four hours. A negative 
reaction during the febrile stage does not point to typhoid. About 
half of the typhoid recoo vale scents react positively. In other 
diseases the reaction may sometimes be positive. The cutaneous 
reaction for typhoid appears to be valueless for diagnostic purposes. 

ZiMMER. 

The Ocular Typhoid Reaction— W. W. Hambubceb, Jour. A. M. A,, April 
25, 1908. 

By the instillation into the eyes of typhoid patients of one drop 
of an extract of the typhoid bacillus, a reactive inflammation has 
been caused which probably is specific and possibly universal. In 
diseases other tlian typhoid, a less intense and shorter reaction occa- 
sionally appears which in most cases may easily be differentiated. 
The extract of the typhoid bacillus is prepared in the following 
way. Gelatin plates covered with an eighteen to twenty hour old 
culture of virulent typhoid bacilli are washed with 4 to 5 cc. of sterile 
water. The suspension thus obtained is heated to 60 degrees C, 
centrifugated and the supematent fluid withdrawn. The centri- 
fugated organisms are then dried and triturated. A second suspen- 
sion of these broken up bacillary bodies is then made and allowed to 
stand for from two or three days at 60 degrees C. The extract thus 
obtained after removing the disintegrated and digested rests are 
precipitated with alcohol, forming a fine coagulum. This h sub- 
sequently dried and powdered and dissolved in sterile water in the 
proportion of 0.02 mg. to a drop. Western. 

The Blood-Diagnosis of Typhoid Fever with the Aid of Bile-Agar — 

W. K. Stefansky, Medizinische Klinik, June 28. 1908. 

Author used a culture-medium consisting of equal parts of 
bouillon and ox-gall with the addition of 2 per cent, agar, i per 
cent, pepton and 0,5 per cent sodium chlorid. This bacterial nutrient 
was filled into test-tubes, 15 cc. in each. The blood {3 cc.) was 
taken from a vein of the elbow by means of a hypodermic syringe. 
It was placed in two test-tubes with the nutrient medium and after 
careful shaking was poured into Petri dishes. The blood was there- 
fore diluted with five times its quantity of the nutrient. Out of 
twenty-three cases of typhoid (the total number examined) typhoid 
cultures were obtained nineteen times, that is in more than 825& 
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of the cases ; paratyphoid was not found a single time. The 
proportion of positive results is the higher the earlier the blood is 
obtained. The majority of the cases (fifteen) were examined dur- 
ing the second week of the disease and in 87% of them Eberth's 
bacillus could be demonstrated in the blood. In one of three ex- 
amined cases cultures were even obtained in the third week of the 
disease. In two cases of recurrent typhoid, one of which run 
a very mild course, the causative factor was demonstrated. In all 
three patients who had come under observation in the first week of 
the disease the Eberth bacillus was found in the blood. On plates 
the cultures appear like small black points, which assume the form 
. of a lentil after fifteen or sixteen hours. Begin of growth may be 
already after twelve or thirteen hours; after sixteen or eighteen 
hours the colonies are sufficiently large to be utilized for the agglu- 
tination test, A definite diagnosis of typhoid fever may hence be 
made within a day's time. Besides the small lentiliform colonies 
very large colonies may be produced on some plates. After eighteen 
or twenty hours their diameter may amount to 2-3 mm. After two 
days, such a colony may occupy more than half of the Petri dish. 
Typhoid bacilli from these giant colonies are characterized by their 
extraordinary great motility. A connection between the intensity 
of the disease and the number of bacteria circulating in the blood 
could not be ascertained. Richard. 

Mixed Infections in Typhoid Fever— F. Port, Deutsche med. Wochenschr., 
1908, No. 13. 

General mixed infections are probably of greater frequency in 
enteric fever than is usually maintained. In four of the author's 
cases there existed in the blood, besides the typhoid bacilli, colon 
bacilli, diplococci and staphylococci. In grave cases of typhoid 
fever, when there are complications of icterus, hemorrhage or a 
large amount of leucocytes, we may in reality have to deal with a 
mixed infection. Cases of mixed infection are of pro^ostic im- 
portance as they all appear to terminate lethally. Zimmer. 

An Early Symptom of Measles on the Lachrymal Carancle — B. Schick, 

Gesellsch. f. innere Medizin u. Kinderheilkunde, Vienna, March 19, 1908. 
The phenomenon appears at about the same period as Koplik's 
sign. The lachrymal caruncle is swollen, and somewhat edematous 
(chemosis), the surface assumes a grayish-red, crumbled appear- 
ance which is due to very closely arranged nodules. These nodules 
exhibit white spattered specks (Spritzflecken) in the centre. There 
are but few analogous formations in close proximity to the caruncle. 

Western. 
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Stomatitis and At^jna Ulcero-Hembranacea (Ptaut-Vincent) with 
Scarlatinoid Exanthema — P. Eisen, Zentralblatt f. innere Medizin, June 
30, 190S. 

Report of a case of Plaut- Vincent's angina concurring with a 
scarlatinoid exanthema. The patient, a girl six years old, was re- 
ferred to the hospital with the diagnosis "diphtheria." The tonsils 
were red and much swollen, the right one was covered with a pseu- 
domembrane as is seen in the second stage of Plaut-Vincent's angina. 
The pseudomembrane was situated in a whitish-gray, thin, irregu- 
larly-bordered mass, which covered almost the entire tonsil. It could 
be easily stripped off. Beneath it the reddened, swollen, readily bleed- 
ing and little infiltrated mucosa could be seen. The coating was very . 
malodorous. The glands were swollen and an axillar temperature of 
37,8 degree C. prevailed on the first day. There was no albumin- 
uria. The body as well as upper and lower extremities were covered 
with a scarlatinoid, light red, small-patched and confluent rash, which 
had entirely disappeared the next morning. There were no diphthe- 
ria bacilh in the tonsillar coating, but the spindle-shaped bacilli of 
Vincent and the spirochaets dentium were present in large amounts. 
The coating changed in a typical manner into an ulcer (third stage), 
a gray-yellow, smeary, thick and stinking mass with irregular bor- 
ders. The mucosa beneath became also ulcerous, and covered with 
pus. It was much reddened and infiltrated. It took weeks for the 
ulcer to heal. There occurred no desquamation during the seven 
weeks' observation. The question arises whether this case is one of 
genuine scarlatina with synchronous angina ulcero-membranacea or 
whether it is a Vincent's angina with scarlatinoid exanthema. The 
author maintains that it is the latter on account of the fleeting rash, 
the absence of desquamation, and the slight and brief elevation of 
temperature. Western. 

Glandular Fever— E. Pfeiffes, XXV, Kongress £. innere Medizin, Vienna, 
April 6-9, 1908. 

An attempt to precisionize the clinical type "glandular fever" 
first dwelled upon by the author in 1889. The affection does not only 
occur in childhood ; the author has seen many cases in adults. The 
typical clinical picture is as follows : the patient is suddenly seized 
with a high temperature, the examination does not reveal anything at 
first. There are some pains at dtglutition and in the throat, the cer- 
vical glands are swollen and painful. The glands thus affected are 
situated behind the sterno-cleido-mastoid. The swelling is very pro- 
nounced forcing the head to adopt an oblique position. After a time 
the fever and swelling subside. The condition lasts two or three 
days. Occasionally the process is prolonged. If enduring for a few 
days the liver and spleen will also be found enlarged. There are. 
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pains between umbilicus and symphysis, and later there appears a 
peculiar sensitiveness in the region of the scapular triangle. Occa- 
sionally the hepatic swelling is very lai^e; its reduction to normal 
size occurs very quickly, frequently in two or three days. Cardiac or 
lung symptoms are never observed. Rarely a hemorrhagic nephritis 
may supervene. The glands never suppurate. The patient remains 
very weak after the complete disappearance of the symptom- complex. 
Swelling of the maxillary, glands and ulcerative processes in the 
mouth have absolutely nothing to do with glandular fever. 

Western. 
Pneumonia due to Friedl3nder*8 DiplobaciUns— F. Apelt, Miinchener med. 
Wochenschr., igo8. No. 16. 

The croupous pneumonias due to Friedlander's diplobacillus 
pneumoniie are relatively rare. Clinically this type of pneumonia dif- 
fers from pneumococcal pneumonia on account of the absence of her- 
pes labiales and the chill, the presence of the characteristic slimy 
sputum containing numerous capsulated bacilli, and the malignancy 
of the pathological process. Anatomically Friedlander bacillus pneu- 
monia shows gray-red hepatization, macroscopically recognizable mu- 
cous excretion of the cut surfaces, considerable deficiency of fibrin 
and erythrocytes in the exudate and a preponderance of the capsur 
lated bacilli in the alveolar exudate. The demonstration of Fried- 
lander's bacillus in the blood is of unfavorable prognostic significance. 

Richard. 

ComatOM Permcions Halaria— C. S. N'eer, Jour. A. M. A., June 6, igoS. 

When the patient is found comatose and a satisfactory history 
cannot be obtained, a blood examination' must be made for diagnostic 
purposes. The conditions with which comatose pernicious malaria 
is apt to be confused are cerebral apoplexy, sunstroke and uremia. 
The affection differs from apoplexy on account of the age and general 
appearance of the patient, the splenic enlargement, the condition of 
the blood and the malarial temperature. Malarial coma sometimes 
resembles sunstroke, and the heat may aggravate or precipitate a 
severe malarial paroxysm. A temperature above 104 degrees F. 
should be attributed to insolation rather than to comatose pernicious 
fever. Albuminuria and cylindruria exist in comatose malaria as well 
as in uremia, and the urinary examination alone does not reveal the 
true nature of the affection. Western. 

Senile Tuberculosi^^RANziEs, Province med., XX., No. 44. 

Tuberculosis in the old is undoubtedly a more frequent occur- 
rence than generally believed. Senile tuberculosis runs a similar 
course as the tuberculosis in other periods of life, but it has a greater 
tendency to amelioration than tuberculous disease at an earlier age. 
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Tuberculous foci outside of the lungs are rarely met with in the old. 
The complication of carcinoma and tuberculosis is very common in 
advanced age. Cancer of the esophagus and stomach are the most 
frequent. Emaciation is the principal symptom and senile tubercu- 
losis, night sweats are rare. In differential diagnosis chronic bron- 
chitis, bronchiectasis, emphysema and cancer of the lungs are to be 
considered. The demonstration of the tubercle bacillus, of course, 
renders the diagnosis positive. The prognosis is not unfavorable as 
the affection nms a slow and protracted course. Zimmer. 

ResearchcB on Experimental Sporotrichous — Becrmann, Gougerot and 
Vaocher, Gazette des Hopitaux, 1908, No. 61, May 26. 

The rat reacts quite well to the inoculation of suspected products 
of sporotrichosis. The sporotrichotic orchitis of the rat occurs after 
fifteen days — sufficiently early to ser\-e for diagnostic purposes. Spo- 
rotrichosis is manifested by generalized granulations, red hepatiza- 
tion of the lungs^ hepatic cirrhosis, osteo-arthritis, etc. Mill. 
Microsporia at Schfineberg- Berlin— B. Chajes, Med. Klinik, 1908. No. 24. 

In view of the present epidemy at Schoneberg-Berlin the author 
relates that microsporia, while not a rare occurrence in France and 
England (especially in Paris and London), has not frequently been 
observed in Germany. The different forms of trichophytia of the 
hairy regions of the head are as follows : ( i ) Trichophytia caused by 
the microsporon audouini G ruby- Sabou rand. Symptoms — 2 to ro 
patches upon the head, each abopt 3 to 5 cm. in length, arranged in 
polycyclical form, slightly prominent, stained gray-blue by the roots 
of the broken hair. A few days after the onset of the infection the 
hair becomes fragile. Infections of the hairless parts of the skin are 
not very frequent, (z) Trichophytia caused by the microsporon ca- 
ninum (lanosum). Symptoms — gray, 'round, slightly prominent 
patches, the rest of the hair having the form of a question-mark. In- 
fection of the hairless regions of the skin in exceptional instances 
only. (3) Trichophytia caused by various macrospora. The symp- 
toms vary in the different countries. In some cases large patches 
cover the head, in others the macrospores cause suppuration. The 
constant symptom of all trichophytise is the fragility of the hair. Ac- 
cording to Sabouraud one case of infection in a family, in spite of the 
best prophylactic measures, will cause the spread of infection to all 
the other members. Mill. 

RESPIRATORY AND CIRCULATORY ORGANS 
The Clinical Importance of the Inflamed but not Hypertrophied Palatine- 
tonsillar Tissue — O. Muck, MiJnchener med. Wochenschr., igo8. No. 20. 
Chronic inflammations of the tonsils are due to or are influenced 
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by coalesced exudation products. The latter may call forth, even 
when they are very small and in the absence of hypertrophy of the 
glands, symptoms of.pharyngitis. as difficulty in swallowing, burning 
sensation in the throat etc. Incision of the inflamed (not hypertro- 
phied) tissues brings to light in nearly all cases a purulent fluid be- 
sides coalesced exudation products. In this, various bacteria, espe- 
cially tubercle bacilli and streptococci, are found. This fact makes 
it evident that chronically inflamed tonsils, even in the absence of hy- 
pertrophy, may be the portals of invasion for the microorganisms 
of tuberculosis, articular rheumatism and other infectious diseases. 

Mill. 
The Existence of a FaraTcrtebral Triangle of Percussion Dulness 

(Grocco'B Sign) when Fluid is present in the Pleural Sacs— F. Smithies, 

The Physician and Surgeon, April, 1908. 

Dulness to the opposite side of the spine in cases with fluid in 
the pleural sacs may have a distinct diagnostic sighificance. In many 
instances, this paravertebral area of dulness is roughly triangular 
in outline. Its size and modifications in shape vary with the degree 
' and the character of the fluid in the pleural sac. The physical find- 
ings over the triangular area frequently resemble those found over 
the effusion. Alterations in shape, extent, and position of the tri- 
angle, with change in position of the patient, are occasionally of as 
great importance as the presence of the paravertebral dulness itself. 
In general, the sign is confirmatory of other physical findings, but, 
as in the cases of the author, there are instances where the presence 
of the triangle may be of considerable importance in differential di- 
agnosis. A certain amount of experience with the sign is essential to 
the determination of the paravertebral triangle, and even when more 
than ordinary skill is available, there may be such physical barriers to 
accurate percussion — as thick parietcs, fibroid pleura, etc. — as to 
mask the sign. In these instances, the auscultatory phenomena may 
not be lacking. Paravertebral dulness may be determined in pneu- 
monia, ascites, subphrenic abscess, solid thoracic tumor, cystic ab- 
dominal tumor, etc., but in these events the dull area is not always 
triangular, is not always influenced by changes in position, and is fre- 
quently accompanied by clinical manifestations that are other than 
those of an accumulation of fluid in the pleural sacs. Reilly. 
The RelatioR of Pleurisy to Pulmonary Tuberculosis— H. S. Goodall, Med. 

Rec, June 27, 1908. 

Laboratory methods will demonstrate that a very large per- 
centage of cases of apparently primary serofibrinous pleurisy are 
of tuberculous nature. While it must not be tost sight of that 
pleurisy with effusion may accompany lobar pneumonia or may be 
caused by the pneumococcus without pulmonary involvement, and 
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that it may also result from streptococci, staphylococci, and other 
microorganisms as well as from cancerous disease; and while we 
must also remember that serous fluid in the pleural cavity may be 
merely a transudate due to renal or cardiac disease, we must never- 
theless be convinced that all these causes together are responsible 
for only a fninority of the cases of so-called idiopathic serofibrinous 
pleurisy, the majority being cases of tuberculosis of the pleura. 
When called upon to treat a case of apparently primary pleurisy 
with serous effusion, it is the physician's duty to bring to bear upon 
it as many methods of determining its nature as possible, and that 
only when there is positive evidence of a cause other than the 
tubercle bacillus should he discharge the case. In all serofibrinous 
pleurisies the absence of a demonstrable positive non-tuberculous 
cause should be accepted as a presumptive evidence that the case is 
really one of tubercular pleurisy, and the case should be watched and 
handled as a case of incipient tuberculosis for a period of not less 
than two years. Although it is not the rule, signs of pulmonary 
tuberculosis not frequently are found first at the upper part of the 
lung opposite to the side on which the pleurisy occurred. For this 
reason the entire chest must be explored,, Westren. 

Acute Suffocative Catarrh of I^ennec — S. West, Lancet, Mayas, 1908. 

This condition, first described by Laennec. is characterized by 
an acute catarrh of the medium-sized and small bronchi together 
with dyspnea. It is an uncommon affection lasting ten to forty 
hours or, at the most, some days. There is extreme cyanosis and 
dyspnea. In the early stage there iS little expectoration. Physical 
signs are those of a bronchitis. It terminates in death or in an 
ordinary bronchial catarrh. The severe symptoms are due to a 
tumefaction of the membrane of the medium-sized and small 
bronchi. It must be differentiated from the following conditions, 
(i) Acute suffocative pulmonary edema. This condition depends 
upon failure of circulation due to heart lesions. In mitral or aortic 
disease congestion results and depending on the degree of obstruc- 
tion and its rapidity of development may lead to suffocation. The 
heart-condition gives the clue to diagnosis. (2) Acute inflammatory 
congestion. This group of congestions may be confounded with 
suffocative catarrh. Belonging to this are acute capillary bronchitis 
and secondary broncho-pneumonia. The distinction lies in that they 
begin as an ordinary bronchitis which extends to the smaller bronchi, 
the symptoms increasing in severity as the disease progresses. Some 
cases of pneumonia, beginning in a diffuse congestion, may lead to 
an error in diagnosis, but if the patient lives a local spot of con- 
solidation develops. (3} Collateral fluxion, respiratory failure. 
These conditions, secondary to some other affection, as pleurisy 
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' with effusion, are due to collapse of the lung on account of inability 
to perform the extra work required. Sachs. 

Apical Tuberculous and Sldagraphy— H. ALBEBS-ScHdHBOiG, Deutsche 
med. Wocbenschr., 1908, No. 20. 

The Rontgen ray examinatioa has become an important factor 
in the diagnosis of pulmonary diseases. While fluoroscopy alone 
permits of a definite diagnosis but in rare instances it is a valuable 
accessory and controlling diagnostic means. Skiagraphy, however, 
gives as good or even better results than the physical methods of 
examination. In the presence of small infiltrations incipient apical 
tuberculosis may often be recognized by the Rontgen photographic 
plate. Cavities and lime deposits in the lung tissues are readily dis- 
tinguished in the Rontgen picture, and the cloudiness of a lung apex 
may direct attention to a recently established apical tuberculosis. Of 
course, only perfect Rontgenograms can serve a diagnostic purpose. 

Western. 
Suppurative Pericarditis in Children— F. J. Poymtok, Quarterly Jour, of 
Medicine, April, 1908. 

Suppurative pericarditis in children follows most frequently 
pneumonia, empyema, otitis media, osteomyelitis and other suppura- 
tive processes. Running an acute course of from one to four weeks, 
subacutely from one to six months and chronically (rare) from six 
to twelve months, it is invariably a fatal affection. Diagnosis is ex- 
tremely difficult, but 6% of the cases are recognized before autopsy. 
Pericardia! friction sounds are rarely present, occurring in only 2% 
of the cases, and still less frequently is it associated with endocar- 
ditis. Eighty-four per cent; of the cases occur before the fourth year 
of life. Sachs. 

Researches on Respiration in Heart Diseases — S. Rubow, Deutsches 
Archiv f. klin. Med., igoS, Nos. 3 and 4. 

By the average capacity of the lungs is understood the quantity 
of air which is contained in the lungs at the moment of half-completed 
inspiration or expiration. Patients affected with cardiac disease are 
enabled to compensate for the increased work of their pulmonary 
circulation by means of augmenting the average capacity. All the 
cases reported show the possibility of such compensation. As a con- 
sequence of the difficulty of maintaining a constant excessive amount 
of air in the lungs dyspnea is inevitable, but the latter may be favor- 
ably influenced by systematic respiratory exercises. Nevertheless the 
dyspnea in such cases is not a patholc^c but a compensatory phe- 
nomenon. Mill. 
Paroxysinal Tachycardia— J. Pal, Wiener med. Wochenschr., 1908, No. 14- 

Report of a case of paroxysmal tachycardia in which the onset 
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of the tachycardia invariably concurred with a marked diminution of 
systolic pressure. The patient had typicaj abdominal attacks of pain, 
running parallel with high tension.' These attacks were interrupted 
when a tachycardia seizure supervened. Amyl nitrite also suppressed 
the abdominal attacks and also effected a marked lowering of the sys- 
tolic pressure. The author concludes that tachycardia and diminu- 
tion of blood-pressure are not interdependent, but that they have to 
be looked upon as two coordinate phenomena. Zimmer. 

Traiunatic Incufficiency of the Mitral Valve— Claisse and Soquet, Gazette 
des Hdpitaux. 1908, No. 64, June 4. 

Contrary to other authors who doubt the possibility or proba- 
bility of traumatic heart lesions unless in cases in which the heart and 
the surrounding tissues have lost their normal resistance on account 
of atheromatosis or other pathological processes, the authors report 
the case of a laborer with entirely healthy heart, as evidenced by ne- 
cropsy, in whom occurred a rupture of the mitral valve as the result 
of excessive effort. Death, as positively demonstrated by the autopsy, 
was not due to an old pathologic process, but. was solely the result 
of the traumatism. Mill. 

Stokes-Adama Diacaae — E. db Renzi, Berliner klin. Wochenschr., 1908, 
No. 18. 

Patient, 69 years old, excessive smoker, luetically infected, ex- 
hibited the following symptoms of a disease which must be considered 
an affection of the myocardium, viz., infrequent pulse, nervous at- 
tacks and unconsciousness, light dyspnea, increase of blood-pressure, 
alteration of heart rhythm, affection of kidneys and albuminuria. 

MlLl* 

ALIMENTARY TRACT 
Spontaneoua Rupture of the Esophagus — F. Cohn, Mitteilungen aus den 
Grenzgebieten d. Medizin u. Chirurgie, XVIII, No. 2. 

There is a characteristic symptom — complex of spontaneous 
rupture of the esophagus. It occurs in middle-aged males, mostly 
drinkers. The rupture ensues mostly after an act of vomiting. The 
most characteristic symptoms are : bloody vomit, severe pain in the 
pit of the stomach, collapse, dyspnea, cyanosis and a typical emphy- 
sema of the skin. Zimmer. 
On the Reciprocal Relations of Menstrual Disturbancea and Gastric 
Diseases, and their Importance in Diagnowa— Plonies, Monatsschr. f. 
Geburtshiilfe u. Gynakologie, 1908, No. 5. 

The reciprocal influence of menstrual disturbances and gastric 
diseases is noticeable in about 8370 of the pertaining instances. Dis- 
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eases of the stomach cause anemia, under-nutrition and, by reten- 
tion of metabolic products, such toj^ic substances which may give 
occasion to various disturbances of menstruation. On the other hand, 
the hyperemia of the genital tract at the time of menstruation may 
deprive the stomach of the necessary amount of blood and thus cause 
disorders of digestion. Mill. 

The Gastric Secretion in Old Age— J. Friedenwald, Am. Med., June, 1908. 
The author's observation make it evident that the gastric secre- 
tion has 'a tendency to diminish in old age, and in a degree propor- 
tionate to the arteriosclerosis, and that it is therefore unwise to at- 
tach too much importance to the absence of this secretion in individ- 
uals advanced in years, in the diagnosis of cancer of the stomach. 

Western. 

ArterioscleroBis of the Stomach — A. M. v. Lewin, Archiv f. Verdauungs- 
Krankheiten, Vol. XIV, No. 2, April 21, 1908. 

The diagnosis of gastric arteriosclerosis is no easy task, as, ex- 
cept the hematemesis, the other clinical symptoms of the affection are 
little known. However, even if there is no hematemesis, gastric ar- 
teriosclerosis cannot remain without influence upon the function of 
the stomach. Gastric ulcers, especially when multiple, are always ac- 
companied by painful sensations, and although the clinical picture of 
the typical round gastric ulcer is usually displayed at an earlier period 
of life, it is nevertheless probable that certain gastralgias and "stom- 
ach cramps" of individuals advanced in age, have as their anatomical 
substrate an arteriosclerosis. It is also very probable that the pseudo 
gastralgic form of angina pectoris is the result of a sclerosis of the 
gastric arteries. If we have to deal with hematemesis, especially in 
the recurrent form, in an individual advanced in age and affected with 
general arteriosclerosis, the latter has to be suspected as the possible 
cause of the hemorrhage, in case there are no symptoms pointing to 
cirrhosis of the liver or cancer of the stomach. Arteriosclerotic hem- 
orrhage from the stomach may ensue in younger individuals in the 
absence of general arteriosclerosis ; in such instances the differential 
diagnosis between the hemorrhage from the round gastric ulcer, es- 
pecially when latent, and that from arteriosclerosis is frequently im- 
possible. Western. 
Suppurative Phlegmonous Gastritis — -W. Bovee, Am. Jour. Med. Sciences, 
May, 190S. 

This condition is of exceedingly rare occurrence. There is a dif- 
fuse and a circumscribed variety. It may he considered a local infec- 
tion of the gastric mucosa, usually by streptococci, less frequently by 
colon bacilli and staphylococci. The onset is sudden. Most cases are 
diagnosed as acute gastritis. Pain, persistent and of varying severity. 
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increasing on pressure, is present in 75% of the cases. Continuous 
vomiting of, at first, the gastric contents, which is followed by that 
of bile, constitutes a prominent sjTnptom. Pus is rarely vomited. 
Most cases show temperature elevation of from 99 degrees F. to 104 
degrees F. Jaundice and hiccough are of common occurrence. The 
symptoms of the circumscribed form are, the same as of the diffuse 
variety except that the pain is more localized. Diagnosis is extremely 
difficult. Pns when present is very suggestive. Sachs. 

Hemorrhage from the Stomach and Duodenum— W. J. Mavo, Surgery, 

Gynecology and Obstetrics, May, igo8. 

A single hemorrhage from a patient who has not previously had 
gastric distress or hyperacidity is probably not from an ulcer. Coffee- 
ground stomach contents or ocailt blood in small amounts constantly 
occurring distinguishes cancer from ulcer, as in most cases hemor- 
rhage from the latter is copious and infrequent. Sachs. 
The Right Supraclavicular Glands in Gastric Carinoma — P. Hosch, 

Mitteilungen aus den Grenzgebieten d. Medizin u. Chirurgie, XVIII, 

No. 3. 

Swelling of the left supraclavicular glands is of apparent diag- 
nostic significance for abdominal carcinoma. In a case of the author 
there existed enlargement of the right-sided supraclavicular glands. 
On necropsy it was found that the ductus thoracicus was probably 
connected with the right veins. Zimmer. 

Tuberculosis of the Gastro-Intestinal Tract— R. Matas, New Orleans 

Medical and Surgical Jour., July, 1908. 

Gastro-intestinal tuberculosis is a relatively frequent primary 
disease, independent of pulmonary or laryngeal infection and charac- 
terized by well defined" localized lesions which undergo a typical and 
systematic evolution into various and now well recognized clinical 
types. These lesions are the result of the direct inoculation of the 
mucosa, submucosa and serosa of the intestine with or without par- 
ticipation of the peritoneum or of the mesenteric lymphatics. With 
the progress of abdominal surgery and the examination intra-vitam 
of specimens of resected intestines (usually mistaken for malignant 
neoplasms or intestinal tumors of unknown causation) the true na- 
ture of these lesions has been revealed. As a result of the identifica- 
tion of these tumor masses and strictures with a primary localized 
lubercular infection, a new impetus has been given to the surgical 
treatment of tuberculosis. Page. 

Chronic Adhesive Appendicitis — v. Haberer, Mitteilungen aus den 

Grenzgcbieten d. Medizin u, Chirurgie, XVIII, No. 2. 

There exists a primary chronic appendicitis the course of which 
is neither characterized by attacks nor by any symptoms. The pa- 
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tients affected with this form of appendicitis are generally well ad- 
vanced in years and have for years exhibited a symptom-complex re- 
sembling an intestinal stenosis on account of the very pronounced 
emaciation and grave systemic deterioration. These symptoms are 
the result of chronic changes, viz., connective tissue adhesions of the 
peritoneum in the immediate vicinity of the appendix and in more 
distant parts. Breaking up of the adhesions by operation is usually 
followed by general improvement. Ziumer. 

Carcinoma of the Appendix— Bella ntoni, Gazz. degli ospedali, 1908, 

No. 14. 

Carcinoma of the appendix is of more frequent occurrence than 
is generally supposed. One per cent, of all cases of appendicitis are 
carcinomatous in nature. Appendical carcinoma occurs at an earlier 
period of life than does carcinoma of other organs. It is more fre- 
quent in women than in men. The clinical symptoms of the affection 
are those of a common appendicitis and an abscess of the right iliac 
fossa. Carcinoma may be diagnosed if the clinical examination re- 
veals an abscess of the right iliac fossa and the blood examination 
shows the leucocytes to be less than 15,000 per cubic millimeter. 
Carcinoma of the appendix recurs but rarely when operated upon 
in time, Zimmer. 

Symptoms and Diagnosia of Sid>phrenic Abaces^-LAHCS, Gazette des 

Hopitaux, ipo8, Nos. 62 and 63, May 28, 30, 

This monograph is valuable on account of its expose of the 
differential diagnosis. Subphrenic abscess may be mistaken for 
cancer of the stomach, typhoid fever, phthisis, broncho-pneumonia, 
piilmonary gangrene, etc. In all these affections we find fever, rapid 
cachexia, and other characteristic symptoms of subphrenic abscess. 
Most diagnostic errors are made in regard to purulent pleurisy and 
pyopneumothorax. As a rule the complete absence of pulmonary 
symptoms speaks for subphrenic abscess if the latter is not com- 
plicated by pleura! and pulmonary lesions. While in pleurisy and 
pyopneumothorax the heart is displaced slightly upward and con- 
siderably to the side; the displacement in subphrenic abscess is but 
slightly to the side and considerably upward. Puncture of the ab- 
cess is not a safe differential diagnostic means as there may be a 
communication between the subphrenic abscess and an empyema. 
The same difficulties may be encountered as regards the differential 
diagnosis between subphrenic abscess and abscess of the liver. The 
characteristic symptoms of the latter are the high fever and icterus. 

Mill. 
Chronic Ulcerative Colitia— W. Zweig, Archiv f. Verdauungskrankheiten, 

Vol. XIV, No. 3, June 10, 190a 

Ulcerative colitis is that form of intestinal catarrh in which the 
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characteristic featiire consists in the production of ulcers on the 
basis of an acute inflammatory process of the colon. These ulcers 
are mostly located in the sigmoid flexure and the ampulla recti, and 
may also be met with in higher portions of the colon even in the 
cecal region. The size of the ulcers may vary between that of a 
lentil and a good-sized silver coin ; at other times the ulcers are so 
small that they cannot even be detected by a careful examination. 
Aj\ acute colitis develops under the syndrome of a general infection, 
as headache, fever, languor, and painful sensations in the limbs, 
etc., with frequent mushy or watery discharges in which, macro- 
scopically, mucus, blood and pus may be distinguished. The amount 
of blood may be very small, but may also be so large as to be danger- 
ous to life. Frequently there is a slight distention of the abdomen 
and a more or less circumscribed pressure-sensitiveness in the left 
iliac fossa. In this region there is frequently a sausage-shaped, 
moderately tough, slightly painful area of resistance, which may, 
however, be absent in many cases. Tenesmus is not observed as a 
general rule, but the patients complain of a dull pain in the vicinity 
of the umbilicus. In a few days, the pathological phenomena gradu- 
ally subside, the fever ceases by lysis and the evacuations become 
harder and less frequent. Acute ulcerative colitis terminates but 
rarely in complete recovery. A chronic state nearly always follows 
an acute attack. The chronic form causes but little inconvenience to 
the patient. The feces, however, always exhibit in the chronic form 
more or less mucus, and occasionally also traces of blood. In the 
chronic form of ulcerative colitis there supervene the characteristic 
recurrences which, apparently, may be called forth by quite insjg- 
niiicant causes. Western. 

Some Points on the SjrmptomB and Localization of Intestinal Obstruction 
due to Carcinomata— R. L. Wilbur, California State Jour, of Med., 
April, igoS. 

The differentiation of chronic intestinal stenosis or occlusion 
due to new growth and the interference with peristalsis in chronic 
peritonitis is full of interest, and in distinguishing the two, where no 

, tumefaction is detected, after examining all possible hernial open- 
ings and the rectum one should look for visible peristalsis as a sign 
of occlusion and pronounced tenderness on pressure as an indication 
of peritonitis. The chronic stenosis and obstruction are readily 

* differentiated from the acute by the irregular symptoms, moderate 
abdominal pain, slight vomiting, history of constipation and spurious 
diarrhea, the loud gurgling intestinal sounds, the history of coated 
tongue, and normal temperature, and usual uneven distention of the 
abdomen of the chronic form and the more violent pain, severe 
vomiting, and collapse generally present in the acute form. The 
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localization of some of the growths of the intestine appears possible, 
particularly if they are situated in the rectum or lower part of the 
duodenum. In diagnosing stenosis of the small intestine the follow- 
ing points are of help. Rectal irrigation will often empty the colon, 
and with remaining abdominal distention and changes in shape of 
. abdomen from distended Joops of intestine will often point to the 
small bowel a? the seat of obstruction. Pain is such a common 
functional symptom that unless it is constantly felt by the patient 
and tender to pressure at a given point it is not of much value, 
although it usually comes earlier as a symptom of small bowel in- 
volvement than of large. Indicanuria has been urged as more indi- 
cative of small bowel stenosis than of large, when present in a sus- 
pected case. Examination of the stool, aside from the presence of 
bile, can be of little value in localizing the point and cause of ob- 
struction, but of course the presence of blood and mucus may throw 
light on the case in general. Vomiting is usually more violent and 
severe and more readily stercoraceous in smalt intestinal occlusion 
than in large. Western, 

Acute Yellow Atrophy of the Liv«r in Syphilis — W. Fischer, Berliner 

klin. Woehensehr., 1908, No. 19. 

Male, twenty-two years old, treated for acute yellow atrophy 
of the liver, died ten days after he came under medical observation. 
Five months previously he had acquired syphilis, the exanthema of 
which had not been subjected to treatment. Immediately after 
death, monkeys were inoculated with fresh parts of organs, but no 
spirochetes could be found in the skin, liver and inguinal glands of 
the inoculated animals. Mill. 

Clinical Value of the Pancreatic Reaction in the Urine — C. Watson, 

British Med. Jour., April 11, 1908. 

There is a definite connection between diseases of the pancreas 
and the pancreatic reaction as devised by Cammidge. An analysis 
of 120 consecutive cases showed the reaction to be present in (i) a 
group in which there is a definite disease of the pancreas, as acute 
or chronic pancreatitis, (2) a group in which there is general arterio- 
sclerosis and therefore arteriosclerosis in the glands of the body, 
(3) those cases in which the reaction is dependent on catarrhal con- 
ditions of the gland-duct and substance. Sachs. 
Hemorrhagic Pancreatitis with Fat Necrosis — B&rard a.nd Cmalier, 

Province med., 1908, No. 5- 

Cyanosis of the abdominal integument, especially over the um- 
bilicus, is a valuable symptom for the recognition of the affection, 
the only possible cure of which can be accomplished by an early 
operation with drainage of the pancreas. Zimmer. 
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The Infectious Origin of Chronic Pancreatitis and Diabetes— F. Htbscu- 
FELD, Berliner klin. Wochenschr., 1908, No. 11. 

Symptoms of pancreatic disease may be occasionally encount- 
ered after influenza or angina. These symptoms consist in gastro- 
intestinal disturbances, often together with attacks of colic, thirSt 
and glycosuria. There is no polyuria. The symptoms persist for 
from one to five months, recurring mostly after from half a year to 
three years. All of the author's patients had congenital diabetes 
and exhibited neurotic tendencies. In two of his cases there oc- 
curred a temporary enlargement of the liver. A transitory enlarge- 
ment of the liver ensues mostly in diabetics who, later on, present 
the symptoms of grave diabetes, but cases of diabetes with chronic 
enlargement of the liver run a perceptibly mild course. Alcoholism 
and syphilis, which favor the production of hepatic cirrhosis, appear 
to exert a propitious influence upon the course of the diabetes.. Be- 
sides acute pancreatitis an acute hepatitis may develop as a sequel 
of an infectious disease. Such a hepatitis may cause a chronic 
hepatic enlargement in the alcoholic or syphilitic. The acute in- 
flammatory states of pancreas and liver are very often overlooked, 
and it is probable that they are recognized solely by the glycosuria 
and the hepatic enlargement. Western. 

NERVOUS SYSTEM 

Tendon Achilles Reflex— Conzen, M^nchener med. Wochenschr., 1908, 
No. 19. 

The tendon Achilles reflex is a phenomenon equally as constant 
as the patellar reflex. It reacts just as readily as the latter in 
diseases of the nervous system. Its unilateral absence, and occa- 
sionally the different behavior of the reflex in both sides, are of 
pathological significance. Goodhart. 

Urinaiy Alkaline Phosphates: the Pulse of the Nervous System— J. H. 

DowD, Med. Rec, May 9, 1908. 

As the radial artery tells the condition of the circulatory system, 
so the phosphates in the urine — the author maintains — tell us the 
condition of the nervous system. They go further than the pulse, 
the author continues, acting as a barometer, for they tell of the past 
and foretell the future. The coming storm may be prognosed and 
combated before it arrives. ' Although there may be no external evi- 
dences, a large increase in phosphates means nerve and especially 
central irritation. Western. 

Hyperhidrosis Unilateralis — J. Fkizdlandeb, Deutsche med. Wochenschr., 

1908, June 4. 
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Hyperhidrosis unilateralis is a secretory anomaly characterized 
by disturbance of sudoral innervation which is limited to one side. 
We may differentiate between central and peripheral hyperhydrosis 
unilateralis. Either form is chronic in tendency but of a benign 
nature. Goodhast, 

Localization and Clinical Symptoms of Intracranial Hemorrhages in the 
New-Born — L. Seitz, Munchener med. Wochenschr., 1908, No. 12. 
Supratentorial hemorrhage should be differentiated from infra- 
tentorial hemorrhage. The latter is especially dangerous, invariably 
calling forth a fatal issue. Pressure symptoms attributable to the 
medulla oblongata are present in exitus. In supratentorial hemor- 
rhage the children usually become restless on the second day, cry and 
refuse nourishment. Corresponding to amount and location of the 
hemorrhage there ensue manifestations of general brain pressure, 
and also direct and indirect cardiac symptoms. Goodhart, 

Clinical Researches on Amnesia— M. R. Benon, Gazette des Hopitatuc, 

1908, No. 67, June 13. 

Memory is defined as the faculty of conservation or fixation of 
certain states, sensations or representations, their reproduction, rec- 
ognition and localization. Amnesia or loss of memory is partly of 
functional origin, and partly arises from organic or destructive proc- 
esses. In some cases amnesia is limited to a certain group of sensa- 
tions or representations, while it is general in other instances. Fur- 
ther distinctions have to be drawn between temporary and permanent, 
intermittent and progressive amnesia. The lack of an exact memory 
in as far as it is caused by defective apperception, should rather be 
called pseudo-amnesia than paramnesia. In close connection here- 
with stands the fact that amnesia is always the result of trauma or 
systemic disease, while pseudo-amnesia may also be produced by illu- 
sions and hallucinations without organic changes. Mill. 
The Eye Syndrome of Dementia Precox— H. H. Tyson and L. P. Clark, 

Jour. A- M. A., May 3, 1908. 

Three years ago the authors undertook an independent research 
on the significance of the ocular signs and symptoms in dementia pre- 
cox. They have analyzed 115 consecutive cases. They divide the 
fundus changes as seen clinically into three groups which are usually 
in the order of their occurrence, as follows : ( i ) congestion of discs ; 
hyperemia and edema ; dilated, dark-colored veins ; slightly contracted 
arteries and blurring of the edges of the discs, all varying in degree. 
These changes constitute a low grade of perineuritis of the optic 
nerve, (2) Congestion of the nasal side, with temporal pallor of discs, 
dilated veins, contracted arteries. (3) Pallor of discs, dilated veins, 
contracted arteries. These changes constitute anemia and partial " 
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atrophy of the optic nerve. One hundred and nine cases were ex- 
amined with the ophthahnoscope ; 55 were males, 54 females. The 
ages of the males were from 12 to 47 years, those o£ the females fr«n 
13 to 39 years. All the different forms of the affection were under 
study. The more marked changes in the eye syndrome were found 
in the more rapidly deteriorating types of dementia precox. Of the 
109 cases c^hthalmoscopically examined, a low grade perineuritis was 
found 62 times in the right eye and 67 times in the left. Temporal 
pallor, with nasal side congested, was found in the right eye 10 
times, in the left eye ii times. Pallor of discs was found in the right 
eye in 37 cases and in the left eye in 31 cases. The pupils were ex- 
amined in 85 cases. An average enlargement of i 9/85 mm, for 
dementia precox over the normal was evident. The light reaction was 
active in 71 cases and sluggish in 14. Consensual reaction was active 
in 68 cases and sluggish in 17 cases. Accommodation and conver- 
gence were active in 71 cases and sluggish in 13. The visual ccAor 
fields were examined in 81 cases. All were found concentrically con- 
tracted. The changes in the discs, pupils, visual fields and corneal 
sensibility, which, when taken together, constitute the new syndrome, 
are all in accord with each other. In the examination of all other 
types of insanity, imbecility or idiocy the authors have found no other 
condition similar to that they have outlined here for dementia precox. 
These findings indicate that dementia precox is attended by such an 
early constant syndrome of alteration and disc, visual field, pupil 
and corneal sensibility as to materially aid in diagnosing this psy- 
chosis. Consideration of the syndrome will particularly aid in the 
differential diagnosis of dementia precox from the manic-depressive 
group, acquired neurasthenia, hysteria and the various forms of im- 
becility and constitutional inferiority. The syndrome is also of prog- 
nostic value, as the severer grades of eye changes are found in the 
more rapidly deteriorating cases. Goodhart. 

Juvenile Tabet — E. Jones, British Jour, of Child. Diseases, April, ipoS. 

Juvenile tabes is a rare disease, although frequent enough to be 
of importance. It may be acquired but is mostly inherited and rarely 
shows itself before the twelfth year. Reliance is to be placed on the 
presence of the Argyll- Robert son pupil, loss ot knee-jerk, primary 
optic atrophy, lightning pains and especially the presence of lympho- 
cytosis and excess of albumin in the cerebro-spinal fluid. Bearing in 
mind that no symptom or sign occurs in adults which has not been 
described in the juvenile cases, the latter distinguish themselves by 
their essential chronicity, rareness of ataxia, early vesicular symp- 
toms (incontinence), and their association with general paralysis. 
Juvenile tabes is to be distinguished from pseudo-tabes (due to mul- 
tiple neuritis) by the presence of the Argyll-Robertson pupil, the ab- 
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sence of paralysis, wasting of muscles and electrical changes. From 
Friedreich's ataxia by the presence in this disease of changes in 
speech, nystagmus, Babinski's plantar symptom and early ataxia. 

Sachs. 
The Relation of Locomotor Ataxia and Paresis— J. R. Hunt, N. Y. Med. 
Jour., July 4, 1908. 

The clinical course of events in the development of taboparesis 
(the combination form of tabes and paresis) may be as follows: 
Symptoms of locomotor ataxia may appear first, this affection run- 
ning its usual course, the symptoms of paresis supervening Such 
paretic indications may develop within a few months, or may not ap- 
pear until after the lapse of many years. In rare instances as long a 
period as twenty years has elapsed between the onset of the tabes and 
the first symptoms of dementia paralytica. On the other hand, the 
case may begin as one of paresis, the tabetic s)rmptoms developing 
subsequently. In not a few of the cases paresis and tabes begin simul- 
. taneousJy and run their course together. Taboparesis occurs so fre- 
quently that it cannot be regarded as a mere coincidence. The fol- 
lowing cJinical combinations of tabes and paresis may occur : Simple 
tabes ; tabes with slight psychical disturbances ; tabes with signs of 
incipient paresis ; tabes with well-marked paresis ; paresis commg on 
early in tabes; paresis beginning with tabetic symptoms; tabes and 
paresis in combination ; paresis in which the tabes appears late ; pa- 
resis with only certain tabetic symptoms ; paresis without tabetic com- 
plications. GOODHABT. 

URINARY ORGANS— MALE GENITALIA 
The Phloridnn Te»^-E. Beer, Jour. A. M. A., June 13, 1908. 

The author refers especially to the influence exerted by a 
diseased kidney on the excretory work of the other kidney. There 
is a factor underlying functional tests that has not been emphasized 
sufficiently in the past. Until this factor can be determined all func- 
tional tests of the excretory activity of a kidney are misleading. All 
negative results might be due to this factor, and all positive results 
may lose some of their importance by a stimulating or inhibitory in- 
fluence. The author does not discuss the nature of this influence, but 
concludes that the second kidney may be so influenced in its ex- 
cretory activity as to appear functionally deficient, owing to the 
presence of a diseased kidney, and that as soon as this influence has 
been removed this apparently inadequate second kidney responds to 
the functional tests as a normal organ. Western. 

Casta in Urine and their Clinical Sgnificance— L. Heitzuann, Med. Rev. 
of Rev., April, 1908. 

Whenever true casts are found in the urinary sediment perfect 
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health does not exist. However, it is not always an easy task 
to differentiate between true hyaline casts and cast-like forma- 
tions of mucus, so-called cylindroids. These may readily be mis- 
taken for true casts, especially upon hurried examination with low 
magnifying power. Cylindroids have no pathological significance, 
since they may be derived from any part of the genito-urinary tract 
without any pathological condition of the kidney. Those who claim 
that true casts may be found in perfectly healthy individuals, who 
go so far as to claim that they are found in practically every speci- 
men of urine, undoubtedly do not differentiate between true tube- 
casts and castlike formations derived from other parts of the genito- 
urinary tract. The most common pseudo casts are the mucus casts ; 
other castlike formations are urate casts, bacterial 'casts, pus casts, 
fibrin casts. In most of the pseudo casts mucus is present, and it is 
due to this that urates, bacteria,' etc., conglomerate so as to resemble 
casts, although accidental formations in the shape of casts are also 
seen. The greatest care should be exercised to differentiate between 
true hyaline casts and mucus casts. Hyaline casts are pale, trans- 
parent formations of variable length and not infrequently difficult 
of detection in the urine. Mucus casts may resemble these in their 
outlines, although they can usually be differentiated from them by 
their irregular contours, their tapering ends and their more or less 
striated interior. They may be quite long, and are often twisted and 
folded. When their outline is fairly regular it is important to look 
for fine threads running through them, and never to call any forma- 
tion a hyaline cast if any threads whatever appear within or upon it. 
Hyaline casts are usually structureless, although at times a pale 
granulation is noticeable in them. This is not sufficiently marked to 
allow of their classification as granular casts. — Generally speaking, 
hyaline, epithelial and blood casts are found in acute parenchymatous 
nephritis, while granular, fatty and waxy casts are found in chronic 
inflammation. In the first few weeks of an inflammatitm granular 
casts rarely appear ; fatty and waxy casts never. As soon as the ab- 
solutely acute attack commences to subside and the inflammation 
assumes a more subacute form, granular casts, first in small, then in 
larger numbers, are always seen, while the hyaline and epithelial casts 
are still abundant. In exceptional cases granular casts can be found 
at the end of the first or the commencement of the second week of the 
inflammation. This is seen especially in children in whom a nephri- 
tis develops after contagious diseases, such as scarlet fever and diph- 
theria. A diagnosis of the presence of casts in the urine should under 
no circumtances be based upon the findings of cast-like structures 
alone. Such structures must always be associated with other evi* 
dences of a pathological condition before a diagnosis of nephritis 
becomes permissible. Western. 
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DUgnosiB of Impacted Rena] Calculna — F. M. Johnson, Am. Jour, of 

Urology, May, 1908. 

A positive diagnosis in all cases cannot be derived from chemi- 
cal and microscopical examinations of the urine alone. A large- 
sized calculus may be present for a long time without giving rise to 
troublesome symptoms. When pyonephrosis exists in a kidney, un- 
relieved or aggravated by lavage, the latter should be discontinued 
and the causative factor be looked for — first by skiagraphic examina- 
tion, and if this proves negative, by exploratory incision. Page. 
The RSntgen Rajr in the Diagnosis of Renal and Ureteral Calculi— R. D. 

Cabuan, Jour. Missouri State Med. Ass., May, igo8. 

The accurate diagnosis of renal or ureteral calculus is possible 
by the Rontgen ray only. Clinical symptoms alone do not suffice to 
determine the presence or absence of renal calculus, the number 
of stones, their size or location. Every suspected case of calculus 
should be radiographed and the radiographic examination should 
yield a definite result. The ■.interpretation of the plate is as import- 
ant as the making of it. The causes assigned for radiographic 
errors are, for the most part, not insuperable. There are few which 
cannot be overcome by improvement in tcchnic, by perseverance and 
by experience. Page, 

Renal Tuberculosis— F. Kornfeld, XXV. Kongress f. innere Medizin, 

Vienna, April 6-9, 1908. 

It is not true that the demonstration of tubercle bacilli in the 
urinary sediment of one kidney is a strict indication for the extir- 
pation of the latter. Present day technic of functional renal diag- 
nosis does, not permit of trustworthy conclusions as regards th» 
actual anatomical condition of the examined kidney. A well 
founded diagnosis and indication for treatment can only be derived 
if the results of the various methods of examination (phloridzin and 
indigocarmin tests, freezing point determination, experimental poly- 
uria), and those of all the phy si co-clinical methods of general 
examination together with the chemical and bacteriological analysis 
of the urine, harmonize with each other. In spite of all diagnostic 
methods a positive diagnosis for the presence of the very first stages 
of renal tuberculosis cannot be rendered, and the result of the func- 
tional renal examination may even lead to wrong therapeutic 
measures. Western. 

Sarcoma of the Eidney in Infants— W. F. Cheney, Archives of Pediatrics, 

April, 1908. 

Renal sarcoma is very rare in infants. There are no mani- 
festations until an abdominal tumor is palpable. A painless tumor, 
occupying one side of the abdomen, of rapid growth, hard in con- 
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sistency and concurring with little systemic disturbance is generally 
sarcomatous. Renal sarcoma may be differentiated from hydatid 
cysts of the liver by its position, from tumors of the spleen by the 
notched border of the latter and their general contour ; from cysts 
of the kidney, hydro and pyonephrosis by their soft consistency and 
fluctuation. Sachs, 

Prostatic Disease in the Diabetic — Heinrich Stern, Am. Jour, of Urology. 
May, 1908. 

( I ) Prostatic disease in the diabetic is commonly overlooked 
by the family physician, who is wont to ascribe certain symptoms 
of the former to the diabetic syndrome. (2) A prostatic state may 
ensue in the diabetic ten, twenty and more years earlier than in the 
normal individual. (3) Early prostatism in the diabetic may be 
the result of gonorrheal prostatitis in which the sugar-laden urine 
participated in the perpetuation of the inflammatory process, or it 
may be due to another infection, or the pathological changes in the 
gland were evoked by the direct action of the urinary glucose, its 
yeasts and fungi, or, finally, nutritive or secretory disturbances of 
the gland stood at its foundation. (4) The early prostatic state in 
diabetics is much akin to the same condition consequential to senile 
hypertrophy, excepting that in early non- infectious hypertrophy all 
three lobes of the glands are usually involved. (5) The pre-senile 
prostatic state in the diabetic appears at the onset in the form of 
transitory seizures. Gradually the attacks diminish in severity and 
attain a certain degree of chronicity. (6) Prostatic disease of 
infectious origin may antedate the diabetic state ; senile hypertrt^hic 
changes in the prostate may exist prior to the outbreak of diabetic 
phenomena ; prostatic disease may be the result of the diabetic urine ; 
the prostatic state may be the consequence of the self-same causes 
which give occasion to the diabetic deterioration or it may be a 
direct result of the latter. (7) Constitutional prostatism, the form 
of chronic prostatic disease due to systemic disorder or decline, is 
probably the mediate consequence of an inflammatory process start- 
ing in the blood vessels and connective-tissue structures of the gland 
itself. (8) The changes in the prostate in constitutional prostatism 
are of similar character as those found in other organs of the af- 
fected individual. (9) Unless anti-diabetic treatment is applied, 
prostatic disease in the diabetic, in spite of all local therapy, will 
not improve. Page. 

A Means of Recording the Efficiency of Urinary Discharge per Uretbram 
—A. N. M'Gregor. Glasgow Med. Jour., June, 1908. 

The means at present employed to measure the size of the 
urethra are somewhat inaccurate. Otis' formula for finding the 
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diameter of the urethra is admittedly too high. The rate of the 
normal aHluent has not apparently been determined. It is a diffi- 
cult task to estimate the rate of urinary flow as the amount of 
muscular force employed, nervousness, character of urine, the vary- 
ing length of the urethra and its different directions are all variable 
and indefinite. A patient with a stricture complains that he takes 
longer to urinate than when the urethra was normal, and on this 
fact the author's method is evolved. The patient ascertains with a 
measuring glass the quantity of urine passed by him in five seconds. 
A series of observations is made daily and a chart-record is kept. 
The charts show that considerable variations in the amount of 
urine passed in five seconds occur during the twenty-four hours, 
which are probably due to haste and varying pressure. The read- 
ing in the morning, a period when the quantity of urine in the 
bladder is most constant and nervous influences are less prone to 
occur, shows that the rate of discharge amount? to from 128 cc to 
160 cc. of urine in five seconds. A discharge of i6a cc. urine in five 
seconds is equal to the rate of flow after, the use of a 20 F. bougie. 

Sachs, 

Intussusception of the Urethra — H. Hans, Med. Klinik, igoS, No. 24. 

A laborer, thirty-seven years old, obtained a deep injury of the 
perineum by a fall. A severe hemorrhage from the place of injury ' 
and the urethra ensued. The trauma was not treated surgically. 
After two weeks, retention of urine supervened. The catheter 
could not be introduced, and the bladder had to be evacuated by 
manual pressure from the peritoneum and by various motions of the 
abdomen. Some time later the seminal fluid could not be ejaculated 
any longer. During the following fifteen months repeated attempts 
at catheterization was made but always without success. Finally, 
complete retention of urine necessitated an operation. This demon- 
strated an intussusception of the urethra. The first appearance of 
the intussuscepted urethra was that of a polypus in the bladder. 

Mill. 

Tuberculous of the Teaticl^-S. P. Delaup, New Orleans Medical and 
Surgical Jour., July, 1908. 

The first symptom is usually a feeling of weight and discom- 
fort in the testicle, some tenderness of the part affected, seldom 
developing into pain until the disease has lasted rather a consider- 
able time. The pain then felt is dull, aching; may extend up the 
cord to the groin or even be noticeable in the back. These sensa- 
tions are usually intermittent, disappear on rest to return on exer- 
cise. The first sign of the disease is the appearance of a hard nodule 
at the lower part of the epididymis usually of slow but progressive 
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growth. This nodular induration later involves the entire epi- 
didymis, then the vas for a varying distance, and, lastly, the testicle 
itself. A urethral discharge usually exists, varying in quantity and 
character, usually small in amount, thin and milky, but may be pro- 
fuse, purulent, or bloody. This discharge promptly ceases after 
excision of the tuberculous nodule. The vesical phencmiena appear 
late as a rule and are of a mild character. The entire epididymis 
will be involved if the early removal of the local lesion is not under- 
taken. If the local process remains unattended, the nodules soften, 
break down, fluctuate, and the purulent contents may burrow into 
the tissues of the scrotum, or more often open spontaneously by 
one or more sinuses, which may dischai^e for months. Page, 



FEMALE ORGANS OF GENERATION— PREGNANCY- 
PARTURITION— INFANTS 

Dyunenorrhca caused bjr Dragging on the Peritoneain — H. Sellheih, 
Monatsschr. f. Geburtshulfe u. Gynakologie, 1908, No. 6. 

From Lennander's researches we know that the internal organs 
of generation do not cause pain. In abdominal operations the pains 
. are called forth solely by the parietal peritoneum. This fact ex- 
plains also the occurrence of dysmenorrhea by the dragging on the 
peritoneum. The menstrual contractions of the uterus in all in- 
stances of direct or indirect adhesions of the uterus and the parietal 
peritoneum, necessarily give rise to dragging of the peritoneum. 
The same dragging effect is produced by the ligaments connecting 
the uterus with the peritoneum. The dependency of dysmenorrhea 
upon peritoneal adhesions or abnormal shortness of the ligaments is 
demonstrated by the fact that menstrual pains do not occur after 
the ligaments have become stretched by pregnancy and parturition. 

MiLt. 

Tuberculosis of the Female Genitals— S. M. D. Clakk, New Orleans Med- 
ical and Surgical Jour., July, 1908. 

There are no pathognomonic symptoms of tuberculosis of the 
female genitals; this is especially true of the advanced or chronic 
forms. The clinical picture of tuberculosis of the vulva, the rarest 
form found in the genitals, begins usually with discoloration of the 
skin, with induration tending to spread. These masses are of 
variable shape and later break down and form ulcers, which latter 
have irregular and undermined margins, and are frequently found 
to be covered with a yellow crust. These ulcers, if unattended, will 
spread upon a large area, with the formation of sinuses and deep 
destruction of the external genitals. The differential diagnosis of 
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this disease is often attended with great difficulty and has to be 
reached by elimination. Carcinoma, syphilis, phagedenic chancroid 
are the diseases from which it is most difficult to differentiate. It 
is very rare that we find the cervix involved when we have tuber- 
culosis of fundus of the uterus. The ulcerative type is the most 
common form found in the va^na and cervix; then next is the 
miliary type. The s>-mptoms are not characteristic. Leucorrhea is 
present ; occasionally some blood is found in the discharges. There 
is nothing characteristic about the ulcerations. In the diagnosis 
e versions, erosions, inflammatory and syphilitic ulcerations and 
carcinoma have to be excluded. The third in order of frequency 
of genital tuberculosis is the uterine fundus. Since the inaugura- 
tion of the routine examination of all uterine scrapings the frequency 
of this form of tuberculosis has increased. The tubercle bacilli 
attack most frequently the fundus at the extremes of age. The 
persistent and stuTiborn forms of leucorrhea before puberty and 
after the menopause are very suggestive of uterine tuberculosis. 
Briefly, the symptoms may be said to be those of simple endo- 
metritis. The most important type of genital tuberculosis is that 
of the tubes. These structures seem to exhibit a selective affinity 
for the tubercle bacilli. The symptoms of tuba! tuberculosis are 
practically those of salpingitis, with frequent pelvic peritonitis. 

Page. 

Early Diagnosis of Cancer of the Uterus— R. B. Hall, Lancet- Clinic, 
May 23, 1908. 

The clinical history of the patient is of vast importance in mak- 
ing an early diagnosis of uterine cancer. Not one symptom per- 
taining to the menstrual function, or unusual vaginal discharge, 
should be neglected. An unusual vaginal discharge generally pre- 
vails for from one to five or six months ■ before any bleeding be- 
tween the menstrual periods is noticed. If a woman has arrived at 
the menopause she may have had the discharge for months before 
the first drop of blood was noticed. In many patients the dis- 
charge is more watery than the usual vaginal discharge, and is 
more irritating to the vulva. There is no oflfensive odor in the 
beginning. The offensive odor will not be produced until the tissues 
begin to break down, which is about the time of the first appear- 
ance of a small amount of blood, that is about four or six months 
after the initial vaginal discharge. An irritable bladder is very often 
complained of during the early period of uterine cancer. Pain is 
usually complained of six or ten months or longer after the first 
well-marked symptoms of cancer were observed. In cancer of the 
cervix, when the disease has advanced to the stage when the patient 
seeks relief on account of the pain, the affection has so far progressed 
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that a radical operation is useless. Cancer of the fundus of the 
uterus usually develops after the ment^ause. The condition is 
rarely seen during menstrual life. It is more prevalent in women 
who have not borne children, differing in that particular from cancer 
of the cervix, which is almost wholly confined to women who have 
borne children. Ade no-carcinoma is the form of disease most fre- 
quenriy encountered. It commences in the endometrium and invad- 
ing first the epithelium or the glandular layer, or, in rare instances 
it is grafted upon a polyp. The pr<^ress of the disease is very slow 
in the beginning, gradually invading the uterine body by finger-like 
processes. Two, three or four years after cessation of menstruation 
the patient usually becomes annoyed by a slight watery vaginal dis- 
charge. This discharge is generally not offensive in odor for a year 
or more but irritates the vulva. After the discharge has continued 
for some months it stains the linen somewhat brownish, not bloody, 
yet not colorless. After the bleeding commences it is usually more 
persistent and more continuous than in cancer of the cervix. If the 
patient is examined ten months or a year after the beginning of the 
discharge the uterus will be found much enlarged in all cases, and 
occasionally to be as large as a small cocoanut, with the cervix per- 
fectly normal. If a sound is introduced, the bleeding is very free, 
filling the vagina at once. Women do not develop fibroid tumors of 
the uterus after the menopause, and if the patient was the subject of 
a fibroid tumor before the menopause she would have given a history 
of that during Jhe last few years of her menstrual life. There are 
cases of carcinoma of the fundus uteri which develop around the 
forty-fourth or forty-sixth year, which progress very slowly and 
which are rather difficult to diagnose. Such cases may be attended 
by irregular bleeding with slight enlargement of the uterus. Care- 
ful curetting may fail to detect cancer. These cases should be kept 
under observation and the curetting repeated as sOon as the bleed- 
ing returns, until they are cured or until malignant disease is 
detected. Page. 

Intra-Uterine Diagnous of Hydrocephalus— S. Hauuerschlag, Mod- 
atsschr. f. Geburtshulfe u. Gynakoloyie. 1908, No. 4. 

The complication of parturition by hydrocephalus is very seri- 
ous, as the mothers succumb in 2ofo of the cases. The early intra- 
uterine diagnosis of hydrocephalus is therefore important and may 
prove life-saving in many instances. The author reports two cases 
erroneously taken for hydrocephalus but after perforation and crani- 
oclasis it was found that the heads did not exceed normal size. Ow- 
ing to defective ossification the fontanels were abnormally broad. 
To avoid such mistakes the author advances the following char- 
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acteristic points for differential diagnosis. ( i ) The diagnostic value 
of the abnormal size of the mothers abdomen is very limited, as it 
may be due to ascites, tumor, twins, etc. (2) The non-occurrence of 
ballottement of the fetal head is a very uncertain symptom, as it de- 
pends entirely upon the amount of liquor amnii. (3) The parch- 
ment-rustling, as observed in instances of thin abdominal walls, is 
no rare occurrence under other conditions. (4) The retention of the 
head above the brim of the normal pelvis may be due not only to 
hydrocephalus but also to a large amount of liquor amnii, weak 
labor pains, etc. (5) The size of the head before it is engaged in 
the pelvis, cannot be properly estimated. (6) The sounds of the 
fetal heart are of little diagnostic value, as their frequency may be 
increased in some cases, and, on account of brain-pressure, decreased 
in others. (7) The palpation of broad fontanels is no positive symp- 
tom for hydrocephalus, as these may be due to defective ossification, 
(8) The manual examination for hydrocephalus in utero is possible 
only when the mouth of the uterus is completely opened to permit the 
entire hand of the examiner. This precludes an early recognition, 
and it is a dangerous method as it may cause rupture of the uterus. 
(g) The greater inflection of the cervical region is not characteristic 
of hydrocephalus. The author concludes that a combination only of 
all the methods of examination may permit a definite diagnosis, and 
that there is but one single symptom which alone points to hydro- 
cephalus, namely the retention of the fetal head in the pelvis after the 
trunk has been bom. Mill. 

PyelitiB in Pregnancy and Puerpenun — H. N. Vinebeec, Am, Jour, of 
Obstetrics and Dis. of Women and Children, June, 1908. 

Pyelitis occurs in from \fo to 6% of pregnancies. In the ma- 
jority of instances it sets in during the latter half of pregnancy and, 
according to its causative agents, may be divided into four varieties, 
viz., (i) gonorrheal, (2) pus-cocci, {3) colon bacillus infection, 
(4) tubercular infection. Two clinical forms are seen differing in 
their onset. In the one, symptoms from the bladder are the first 
manifestations as frequent and painful micturition with burning over 
the bladder region ; the other clinical form begins as an acute infec- 
tion with chills, septic temperature and a pulse rapid, but not so in 
proportion to the fever. The patient gives the impression of being 
very ill.' The chills may be repeated daily. The pain which is at 
first over the lower abdominal region, in the course of three or four 
days, becomes localized over the kidney region. This becomes pain- 
ful to pressure, but as a rule is not found to be enlarged. At this 
time the urine which at first showed but a trace of albumin becomes 
turbid and contains pus in large amounts, a few blood corpuscles and 
occasionally hyaline and granular casts. Caudate cells are some- 
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times present and albumin occurs usually in proportion to the pus. 
Bacteria are present in large quantities. As a rule the colon bacillus 
predominates. Tenderness over McBurney's point as described by 
many writers was not present in the authors cases, but tenderness 
on vaginal examination of the thickened ureter as it enters the blad- 
der across the anterior vaginal wall was sometimes present. Acute 
appendicitis, acute cholecystitis, typhoid fever, acute salpingitis, re- 
tained dead fetus and pleurisy have all been mistaken for pyelitis. 
Acute appendicitis is rather rare in pregnancy and is seldom ushered 
in by chills. By the time the pain of pyelitis has become localized 
over McBurney's point it is also localized over the kidney region. 
The urine later gives positive evidence of pyelitis. In acute cholecy- 
stitis there is usually a history of previous attacks. The prt^fnosis 
is good, the disease usually running a course of seven to fourteen 
days but it occasionally persists for months and may recur during 
subsequent pregnancies. Sachs. 

Diabetes Hellitus and Pregnancy— A. Schottelius, Munch, med. 

Wochenschr., 1908, No. 18. 

The prognosis of diabetes mellitus in the pregnant is very un- 
favorable for child and mother. From 33^ to 50% of the children 
perish, and many mothers succumb in coma post partum. A case of 
the author's (arrived in a comatose state and died half an hour after 
accouchement force) gives him the occasion to argue the advisability 
of interrupting pregnancy when associated with diabetes. He con- 
cludes that, if internal medication fails to influence the diabetic con- 
dition, the interruption of pregnancy, as recommended by Hofmeier, 
Fellner and Bom, may be resorted to. Ziumer. 

Primary Abdominal Pregnancy — J. Lovkich, Monatsschr. f. Geburtshiilfe 

und Gynakologie, 1908^ Mo. 6. 

There are three forms of ectopic gestation, tubal, ovarian and 
abdominal. In as far as the mucosa forms the only proper nutritive 
soil for the embryo many observers deny the possibility of a primary 
abdominal gestation. Others admit this possibility, asserting that 
the ovule may adhere not only secondarily but also primarily to the 
peritoneum. The absence of any connection of the amniotic bag 
with the tubes and ovaries are the criterion of a primary abdominal 
pregnancy. Mill. 

Helena Neonatorum with Report of a Ca>e Cured by Transfusion— 'S. W. 

Laubert, Med. Rec, May 30, igoS. 

Twelve hours after birth of a girl a thickened, dark-colored 
spot was noticed on the right side of the tongue which was thought 
to be a nevus, but which has cleared up since and was undoubtedly a 
hematoma. Three hours later the baby's temperature was 102.2 
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degrees F. Her temperature at 4 p.m. the following day was 103.4 
degrees F. She grew markedly paler, cried continuously, and began 
to bleed slowly but steadily from the nose, and a hematoma appeared 
in the scalp behind the left ear. In the evening this subcutaneous 
bleeding had very considerably extended, and the bleeding from the 
nose was continuous and quite profuse. The temperature was 102.3 
degrees F., a dark meconium stool gave a very positive reaction for 
blood, but the urine was of normal color. The baby was of waxen 
pallor. The diagnosis of melena was made. The day following 
the baby did not seem to grow worse so rapidly. The scalp 
hematoma and the paleness increased; but the temperature declined 
from the maximum (104.4 degrees F.) to 97.4 degrees F., the nasal 
bleeding became less constant, and the baby nursed regularly. Two 
days afterward, in the morning, the case seemed hopeless, and it 
was decided to attempt a direct infusion of blood from the father 
of the infant by end-to-end anastomosis of the two blood-vessels 
after the manner devised by Carrel. The right popliteal vein of the 
baby was sutured to the left radial artery .of the father, and enough 
blood was allowed to flow into the baby to change her skin from a 
pale transparent whiteness to a brilliant red color. She began to 
cry lustily. The blood from the wound in the leg began to run 
freely and clotted promptly. The nose bleed stopped instantly. The 
pulse became full and strong and slowed down, and the respirations 
were deep and full. Since the ending of the transfusion there has 
been no hemorrhage, no vomiting, and no diarrhea. There was no 
evidence of hemolytic action at any time, and all the symptoms of 
melena ceased at once, The next morning the baby weighed four- 
teen ounces less than at birth. She has gained steadily smce. The 
stools became of normal character two days after the operation. 
The striking point in this case is that the disease ceased suddenly, 
and the child -has been cured from the moment of the transfusion of 
blood. The condition was easily differentiated from the other forms 
of hemorrhage to which the newborn are liable. The essential 
points were the early nosebleed, the rapidly increasing pallor and 
anemia, the febrile action, and the restlessness followed by the char- 
acteristic bloody vomit and stools and the subcutaneous ecchymoses. 

Western. 

Pyloric Stenosis in Infancy— J. P. Mokan, Am. Jour, of Obstetrics and 
Diseases of Women and Children, June, 1908. 

The clinical manifestations of this condition vary according to 
the degree of stenosis and the cause, that is, whether it is due to 
hyperplasia or simple spasm of the sphincter muscle. In the former 
case the symptoms are more constant. Sudden projectile vomiting 
beginning a few days after birth or not later than two or three 
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weeks, rebellious in character, becoming more frequent as time ad- 
vances is the first and most constant symptom. The stomach con- 
tents may be rejected immediately after feeding or may accumulate 
for three or four feedings bef(M-e being vomited. The vomiting is 
frequently preceded by nausea and pain. Bile is usually absent, the 
tongue is clear and the breath inoffensive. The vomiting quickly 
reduces the infant to a state of marasmus. Gastric peristalsis and 
gastric tumor are, when present, two positive signs of the condition. 
Gastric peristalsis which is present in 25% of the cases manifests 
itself by a wave-like contraction from left to right. The gastric 
tumor is felt on deep palpation about one-third the distance between 
the umbilicus and right costal border. It appears to the touch as a 
small tumor about the size and shape of the last phalanx of the little 
finger. It was present in nineteen of a series of twenty cases. 
Obstinate constipation producing a flat sunken lower abdominal 
region with a distended epigastric region is very su^estive. In 
cases due to pyloric spasm there may be intervals in which normal 
stools are present. Congenital atresia must be differentiated by the 
greater gravity of the symptoms from the beginning, being rapidly 
fatal within ihe first week. Complete obstruction of the lower 
intestines is characterized by the presence of bile in the vcwnitus, 
distended abdomen and retention of meconium. Sachs. 
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A TREATISE ON DIAGNOSTIC METHODS OF EXAMINATION. By 
Pbop. Dr. H. Sahli, of Bern. Edited, with additions, by Frakcis P. 
KiNNicuTT, M. D., Professor of Oinieai Medicine, Columbia University, 
N. Y.; and Nath'l Bowditch Pottek, M. D., Visiting Physician to the City 
Hospital and to the French Hospital ; and Consulting Physician to the Man- 
hattan State Hospital, N. Y. Philadelphia and London : W. B. Saunders & 
Company. 

Truly, a monumental work, this, the magnum opus of a sincere 
and unassuming master-clinician. The bocrfc is not a mere com- 
pilation of "diagnostic methods of examination," as its modest title 
would suggest, but the depositary of the results of a vast, varied 
and iHpe personal experience in the almost boundless field of medical 
diagnosis. A brief review, which the limited space at our disposal 
necessitates, cannot possibly do justice to so magnificent and OMn- 
plete a treatise. The enormous material is placed before us in 
twenty-eight subdivisions, an appendix and a supplement. To show 
the thcM-oughness of the work, I choose at random one of the sub- 
divisions, "the examination of the skin," in which is discussed: 
Color of the skin; moisture of the skin; sweat excretion; swelling 
and edema of the cutaneous and subcutaneous tissues; emphysema 
of the skin ; cutaneous hemorrhages ; collateral circulation in the 
skin; trophic affections of the skin; acute exanthemata; cutaneous 
diseases; dermatitis medicamentosa, and other cutaneous manifesta- 
tions important from the diagnostic standpoint. 

Fot many years to come Sahli's will be the standard work on 
diagnosis. h. s. 

A TEXT-BOOK OF PRACTICAL DIAGNOSIS. The Use of Symfiloms in 
. the Diagnosis of Disease. By Hobart Amory Hare. M,D„ Professor of 
■ Therapeutics in the Jefferson Medical College of Philadelphia. New (6th> 

edition, thoroughly revised and rewritten. Lea & Febiger, Philadelphia and 

New York, 1907. 

In his report which a boy thought home from school there was 
the little item: "mathematics . . . inconsolable." The teacher 
had no words strong enough to express what he considered the utter 
inaptitude of the pupil for this branch of science. This occurred in 
1880. Meanwhile that boy has become one of the great mathema- 
ticians of the age, and, to be sure, a sworn enemy of his old teachers 
abstruse, incoherent and dogmatic method of instruction, which had 
nearly succeeded in making him the apprentice of a cobbler or a 
hatter. 
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That boy "got there" because it was "in him," and, by the same 
token, many a physician will become a fair diagnostician via the 
cumbersome road of antodidacticism. But why is the average prac- 
titioner such a mediocre diagnostician? Simply because his study of 
diagnostics was unsystematic, incoherent and a makeshift all around, 
and because his teacher, that clinical humdrum, out of sheer habit 
and mental difHdence hardly ever failed to put the therapeutic cart 
before the diagnostic horse. 

Hare's "Practical Diagnosis" does away with this laJsser-aller, 
laissez-nous faire in the study of diagnosis. It is not the usual 
expose of the diagnostic features of the various diseases, generally 
encountered in the textbooks on diagnosis, which the author offers, 
but a systematic discussion of the symptoms used in diagnosis, and 
of their employment in arriving at the proper understanding of the 
nature of the case under examination. In practice, a diagnosis can 
only be constructed by grouping and regroupbg the symptcwns, and 
wil^ this idea in mind the entire book has been written. A number 
of veiy useful illustrations materially enhance the value of the 
work. H. s. 
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THE DIFFERENTIAL DIAGNOSIS OF SCARLET FEVER, 
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Notwithstanding the recent notable advances that have been 
made in bacteriology, little or no progress has been made in establish- 
ing the etiological factor in scarlet fever, in spite of the enormotis 
amount of research work that has been devoted to it. Undoubtedly 
if the causative agent could be isolated and studied, a renewed inter- 
est would be generated in this disease and a more satisfactory method 
of diagnosis and treatment mapped out. Meanwhile we can clinically 
study with care and minuteness the phenomena of this widespread 
disease, and thus perfect our ability to make an accurate and an 
early diagnosis. This is a necessary requirement, for the disease is 
treacherous and dangerous. Its complications only too often leave 
their permanent mark upon the patient. The infection may have been 
made possible from a false sense of security obtained, following an 
error in diagnosis ; in other words, the stamp of immunity may be 
placed upon an individual, who subsequently may expose himself to 
scarlet fever with dire consequences. Likewise much injustice may 
be done by confusing an erythema for example, with scarlet fever. 
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A child may be, in the case of the poor, sent to a hospital for con- 
tagious diseases and unjustly exposed to virulent cases. From a. 
material standpoint, financial loss may be occasioned by the quaran- 
tine regulations involving the patient and the family. How far 
reaching might be the consequences of a mistake in the household of 
a dairy farmer, goes without the saying. The health officer who is 
called upon to decide the suspicious case for the conscientious prac- 
titioner, is usually inclined to act on the assumption that the disease 
is scarlet fever and usually rightly throws his influence for the bene- 
fit of the public and against the patient, 

it will be the purpose of this article to emphasize the features 
which have been distinctly helpful to the writer in making the diag- 
nosis and differentiating the true disease from the confusing scar- 
latiniform erythemata. 

At the outset it should be clearly understood that the diagnosb 
should not be founded on the rash alone. The history and all the 
clinical data obtainable should be taken into consideration. Further 
it should be recollected that mild types of scarlet are quite as danger- 
ous as the more serious types. If the examiner then approaches the 
patient with the salient features of scarlet fever and its congeners 
in mind ; and proceeds systematically in his examination, the differ- 
entiation can be more readily and saiisfactdrily made. It would be 
superfluous to burden you with a lengthy word picture of scarlet 
fever. Only such symptoms and descriptions of phenomena will be 
given as are helpful in the differential diagnosis. 

The average simple case of scarlet fever will be characterized 
by its abrupt onset, initial vomiting, sore throat, disproportionately 
rapid pulse rate, palpable tender glands, and a rash which aH>ears 
usually within twenty-four hours, after the initial symptoms. During 
defervescence we observe the "raspberry tongue" and later the 
desquamation. If this description applied to all cases, my efforts 
would be unnecessary ; but we know that the infection may vary in 
its severity, from the so-called mild type, to the toxic or rapidly fatal 
variety. The symptoms that are of considerable diagnostic import 
to us in the initial stage, are the vomiting, the angina and the rash. 
Vomiting occurs with greater frequency in the beginning of scarlet 
fever than in any other of the eruptive diseases. Careful examina- 
tion of the throat at this time will show a well-marked congestion of 
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the velum, of the palatine arches and the tonsils, which also may be 
somewhat hypertrophied. Sometimes with a good light, one is able 
to see fine puncta on this congested background. The constancy o£ 
this scarlet fever throat is what marks it as a distinct aid, for other- 
wise there is nothing particularly characteristic in its appearance. 
The tongue will appear thickly coated and is of no aid in the early 
diagnosis, until the papillae begin to enlarge. 



The development of the rash usually after twenty-four to forty- 
eight hours, offers considerable information of value in differen- 
tiating scarlet fever from the confusing erythematous eruptions. The 
examiner should place his patient in a good white light. A magnify- 
ing glass and a glass slide, such as is used for blood and sputum, will 
be found to be exceedingly helpful in studying the exanthem. The 
rash first makes its appearance on the sides of the neck, upper part 
of the chest and face ; thence spreads to the arms, upper part of the 
back and finally involves the trunk and lower extremities. Its color 
is not scarlet, but a dull red, almost a brownish red (Fig. 3). This 
color varies proportionately to the fever, being more marked usually 
in the evening. The general characteristics of this rash about to be 
described, will always be found present in a true case of scarlet fever, 
even though certain modifications or variations are observed. Qose 
inspection of the rash resolves it into two factors, which are con- 
stantly present : (i) An erythematous background ; {2) small, deep- 
red, injected puncta (Fig. 5). Sometimes variations in the rash just 
described are present which give a diffuse, a mottled or a speckled 
appearance. These changes are caused either by the closer merging 
or by the non-extension of these puncta with their erythematous 
areola. A normal or pale flesh tint is seen on pressure with a glass 
slide early in the disease, while later there is a dirty, yellowish-red 
pigmentation. Itching is quite a constant symptom, but is more 
marked when many groups of miliary vesicles are present. At the 
height of the eruption, it is often possible to find small pin-point, 
conical, whitish vesicles, with a serous content over the chest and 
lower abdomen (Fig. i). When they occur in groups about the 
axiJlx or in the groins, they are quite confirmatory from a diagnostic 
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standpoint. The harsh, uneven feel which the rash occasionally gives 
to the hand passed over the skin, is due to papular or even vesicular 
elevations occurring at the sites of the hair follicles. This papula- 
tion affords another valuable aid, as it does not disappear with the 
erythematous rash, but the roughness of the skin persists after it has 
faded. 

Certain regional characteristics are present in this exanthem, 
which, if appreciated, tend to help the puzzled physician. The face, 
for example, shows the true rash only on the temples ; the cheeks 
ar« profusely red, but the nose, chin and upper lip appear unduly 
pale, causing a circum-oral pallid ring which should be sought for 
in suspected cases, as it is not present in the counterfeiting rashes. 

The flexor surfaces of the joints deserve careful scrutiny and 
special mention. These regions rarely exhibit the characteristic rash ; 
they are apt to be the site of petechial hemorrhages or else they have 
a blotchy appearance. 

If the palms and soles are examined with the magnifying glass, 
no puncta are seen, only a simple erythematous blush. 

DESQUAMATION 

In the exfoliation of scarlet fever we expect to find it occurring 
in the order of the appearance of the exanthem. At first there are 
observed fine discrete scales in the infra-clavicular and epistemal re- 
gions (Fig. 6). These scales are made up of the epidermal covering 
of the above-described puncta and vesicles. When desquamation 
first occurs flakes having a perforated centre are cast off. This is 
known as "pin-holing." These scales are quite characteristic and 
have often assisted the writer in fixing the diagnosis at this st<^e of 
the disease. Later, and continuing for .five to seven weeks, the skin 
becomes rougher, throwing off irregular rings of desquamation of 
varying extent. The large strips of epithelium and casts of the hands 
and feet which are sometimes shed or torn away are more often seen 
in those subjects who have a skin of coarse texture. 

Another diagnostic feature of this stage of desquamation is seen 
in the finger nails. If the pulp is pushed back from the nail, there 
will be seen just beneath its free border, a scaling or cracking line 
which extends up to the fingers. Four to five weeks after the begin- 
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ning of the disease, we may find a transverse linear groove sometimes 
with a corresponding ridge, which shows itself on the roof of the 
nail. The thumb nail exhibits this condition better than the fingers. 
These nail changes serve as corroborative evidence in the subsequent 
diagnosis, and this desquamation may be seen on the nails when 
other evidences are not found elsewhere. On the other hand it must 
not be forgotten that the desquamation may be so slight as almost 
to escape notice. Unfortunately, desquamation alone is often 
r^arded as sufficient evidence of the disease, and a diagnosis is based 
thereon. It seems to me that, in view of the fact that so many of 
the erythematous eruptions produce skin exfoliation, we are not 
justified in this conclusion, unless we have (i) the regional involve- 
ment, (2) the pin-holing, and (3) the nail changes, plus other per- 
taining clinical symptoms. 

A close study of the tongue and the blood is worthy of our pur- 
pose of differentiation. The tongue in the first days is usually thickly 
coated, and the papilla; are obscured, but as the tongue clears up at 
the edges and tip, we can observe the enlarged papilla; (Fig. 4), 
which become more and more prominent, and show at their best 
about the fourth day. The lingual mucous membrane now begins 
to exfoliate; the tongue becomes red, dry and glistening. It is in 
the post-eruptive stage that this feature is particularly of diagnostic 
importance. 

The blood in scarlet fever has been carefully studied, and may 
be of service in obscure cases, as an additional confirmatory link. 
The red blood cells are gradually diminished throughout the course. 
A leucocytosis is present a day or two before the appearance of the 
rash, and the normal is regained only in convalescence. We have 
found this leucocytosis to be proportionate to the severity of the 
angina. The polynuclears are increased and the mononuclears de- 
creased, both relatively and absolutely. To the eosinophiles we may 
look for some rather characteristic variations. In the initial 
stages they may disappear almost entirely, while in deferescence, 
and later to the sixth or seventh week, 8 to 12 per cent, may be 
counted. 

The Erylhemata. Erythematous eruptions which may simulate 
the rash of scarlet fever are quite common ; and if a careful examina- 
tion and study of the rash is not made, weighing with it all the clini- 
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cal evidence, mistakes are easily made. The simple form of erythema 
results from external irritants, while the exanthem of angio- 
neurotic origin results either from systemic disturbance, ingestion of 
certain drugs, or from specific poisons. These fortunately have cer- 
tain characteristics which should be borne in mind by the examiner, 
for while we are not always able to distinguish them one from the 
other, the differentiation from scarlet may be thus made possible. 

One of the striking features is the tendency-to recurrence, and 
undoubtedly many of the so-called second and third attacks of scar- 
latina have been in this class, in a general way these dermatoses 
arc distinguished by the following peculiarities : — They may appear 
in any region of the body — at one time there may be present in the 
erythema elements- of the various exanthemata. Their type may 
rapidly change so that they may be scarlatiniform one day and 
morbilliform the next. The puncta seen in the scarlet fever exan- 
them are absent. Desquamation is coarse and flaky and recurrences 
are frequent. 

Erythema Scarlatiniforme, This is a non-contagious derma- 
titis, simulating scarlet fever in its cutaneous manifestations. It is 
liable to occur secondarily to other infectious diseases and to medic- 
inal and food intoxication. As it is important to differentiate the 
disease from scarlatina, its distinguishing features will therefore be 
given. 

This erythema spreads very rapidly, sometimes reaching its 
height in a few hours. Patches of erythema may alone be present. 
Under the glass there is no. uniform redness. The face is rarely 
involved and the tongue shows no "raspberry" appearance. The 
fauces may be red but are not swollen. Desquamation takes place 
at an early date after the erythema, sometimes on the second day; 
it is a quick process and the scales are large, abundant and furfura- 
ceous. The course is brief, and there are no complications or sequela. 
Such a clinical picture especially in a person who has given a history 
of previous similar attacks, should exclude scarlatina. A scarlatinoid 
erythema may follow the use of such drugs as belladonna, quinine, 
chloral, chloretone, salicylic acid, antipyrin, digitalis, opium or 
veronal, especially in those patients having a drug idiosyncrasy. 
These eruptions almost invariably follow very quickly after the in- 
gestion of the drug. We have seen it occur within an hour after 
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a dose of antipyrin. The close relationship to the drug taking, is a 
diagnostic feature of considerable value. Belladonna rashes are per- 
haps most often seen. This eruption is usually confined to the face, 
neck and chest and is only rarely generalized. It fades quickly and 
is rarely followed by any desquamation. The absence of fever, the 
dilated pupils, the evanescent rash and the history should cause no 
confusion. 

It is well to recollect that drug rashes in general, and in con- 
trast to scarlet fever, appear for the most part on the extensor sur- 
faces of the extremities, and if they be present on the face, then the 
circum oral ring is not observed. Moreover they are not associated 
with fever, angina or adenitis. If any doubt still exists, the repeti- 
tion of the dose of medication under suspicion should be given to 
reproduce the erythema. 

Acute Exfoliative Dermatitis. Another disease which may raise 
a veritable doubt in the stage of efflorescence or in the desquamative 
period is aaite exfoliative dermatitis. It differs in that the consti- 
tutional symptoms are more pronounced than in scarlatinoid ery- 
thema, while the eruption appears as a general hyperemia very soon 
covering the entire body. The exfoliation follows in a day or two 
and is general in character and intensely profuse ; large papery 
strips being cast off {Fig, 8). The nails and hair may drop out 
before the process is complete. 

Another disease which necessitates correct interpretation, is 
the scarlaliniform variety of rubella; fortunately this is not a common 
type (Fig. 7). Close inspection of the rash will disclose morbilliform 
characteristics. The mild constitutional symptoms and the enlarged 
post-cervical glands of rubella will define it. 

Serum Rashes. The use of antitoxic serum may be productive of 
a scarlatinoid rash that is very puzzling. This is especially true 
when anti-dipfctheritic serum has been injected. The angina of the 
diphtheria is already present and cannot assist us, while fever and 
malaise supervene. We must then depend upon the following facts: 
That the rash frequently spreads from the site of the injection ; that 
these rashes are often polymorphous in character and fleeting in 
duration. They appear on the third or fourth day, the eruption 
occurs usually in patches and only rarely appears on the face. A 
well-marked enlargement of the superficial lymph glands in the 
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inguinal, axillary, and epitrochlear regions will also help to dis- 
tinguish this rash from scarlatina. 

Those of us who are doing work in children's hospitals, are 
struck witli the number of cases of scarlatinal infection, which occur 
in the surgical wards. Open wounds and especially burns are liable 
to direct inoculation. Many of the so-called cases of "suigical 
scarlet" of the older writers were probably scarlatinoid erythemas 
or what we now recognize as septic rashes. The necessity for the 
removal of such suspected cases from the wards is often a serious 
question. For our guidance in differentiation the wound is of con- 
siderable help: an erstwhile healthy wound may begin to look un- 
healthy, and an exudate may form upon it. The rash is very likely 
to first appear at or near the wound. The nearest lymphatic nodes 
will be found tender and enlai^ed. Vomiting may occur, but sore 
throat is rarely complained of. There are no characteristic changes 
in the desquamation. 

The septic rashes which were referred to above, occur more 
often in early life, and either precede or accompany a definite septico- 
pyemia. Occasionally they may indeed be the first to call attention 
to the true condition of the patient. When the rash is small and 
macular, it may resemble scarlet fever. Its spotted character and 
the large macules which are seen on the extensor surfaces of the 
extremities with absence of puncta, fix the diagnosis (Fig. 9). A 
high leucocytosis would be confirmatory. From erysipelas, scarla- 
tina can be distinguished by the shining glazed appearance and char- 
teristic spreading. 

The Fourth or Duke's disease is of interest in this connection 
because of its confusion with scarlet fever, provided we accept the 
dictum that attacks of the Fourth disease do not protect the individ- 
ual against scarlet fever and measles. Cotton who had a good op- 
portunity to study the disease, accepts it as an entity. The disease 
is described as differing from scarlet fever in its longer incubation 
period, absence of prodromal symptoms, such as vomiting, high 
pulse rate and severe angina. The rash itself shows but little dif- 
ference except that it usually begins on the face and is not extensive. 
The desquamation, however, is profuse and out of all proportion 
to the exanthem. Renal complications do not occur. 
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DIAGNOSIS AT VARIOUS PERIODS 

As the practitioner is often called upon to offer a diagnosis 
at different stages of the disease, the distinctly helpful phenomena 
to be observed at various stages in scarlatina will be given. 

Pre-Erupiive Stage. Here the diagnosis is only rarely possible 
and then it can be made only in the presence of an epidemic and a 
history of contagion. The sudden invasion with an angina, bright 
red puncta seen in the roof of the mouth, and initial vomiting with- 
out satisfactory cause, may be symptoms anteceding the eruption. 

Eruptive Stage. The diagnosis is at this period rarely obscure. 
The vomiting, high pulse rate, characteristic punctate rash, congested 
fauces and evidences of the "raspberry" tongue are usually con- 
clusive. 

Pre-Desquamative Stage. The rash has faded or disappeared, 
and desquamation has not yet begun. Here the distinctively glazed, 
papillated tongue and the injected fauces are seen. The enlarged 
lymph-nodes beneath the maxilla are tender to the touch. The skin 
looks dirty yellow under a glass slide and has a distinctly dry and 
uneven feel. Sudamina or miliary vesicles may be present in groups. 

Desquamative Stage. When the disease is seen late, exfoliation 
beginning on the face, may be found on the fourth to the sixth day 
of the disease, and on the neck and chest about the twelfth to the 
fourteenth day. This possibly serving to differentiate it from the 
scarlatiniform erythemas. "Pinhole" scaling on the body and the 
lines on and beneath the finger nails strengthen the diagnosis. It is 
not uncommon to find still further corroborative evidence at this 
stage in complications of the kidneys, joints, in the ear or in sup- 
purating cervical glands. 

In spite of our closer clinical study there will still remain a few 
indefinite cases that will require isolation for safety and time for 
further observation. Without more definite bacteriological aid we 
must to-day place our reliance on a clear conception of the differen- 
tial diagnosis. 
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THE DIAGNOSIS AND CLINICAL SIGNIFICANCE OF 

ALIMENTARY ALBUMINURIA 

Bv ALFRED C. CROFTAN 

Chicago 

Definition and Nomenclature 

The term alimentary albuminuria is here employed analogously 
to" the tenii alimentary glycosuria to indicate the passage of native 
food albumin, as such, unchanged, from the alimentary tract into 
the urine. 

In the form of albuminuria under discussion the kidneys are, 
as a rule, healthy and the passage of food albumin is not generally 
accompanied by the passage of serum albumin. It is possible, of 
course, that alimentary albuminuria may occur in a patient inci- 
dentally afflicted with nephritis,' in which case both albumins would 
appear in the urine. But the existence of a nephritis is by no means 
a contributory nor in any case a determining cause of the passage of 
native albumin. 

Pathogenesis 

It is generally taught that any albumen taken by mouth under- 
goes thorough disassimilation (proteolysis) into simpler bodies in 
the stomach and intestine, the process involving conversion of the 
complicated albumin molecule, which is colloid in character, into 
smaller molecules most of them crystalloid in character and readily 
passing into the intestinal wall by diffusion and osmosis. It is also 
generally taught that the latter products undergo reconversion into 
serum albumin while in the intestinal wall and before they pass into 
the portal blood vessels ; and it is universally conceded that the leu- 
cocytes play an important part in this peculiar synthetic regeneration. 
The postulate, therefore, that a foreign albumin as such should 
filter through the intestinal wall into the blood stream beyond to 
reappear unchanged in the urine violates accepted physiological 
conceptions. 

'It is an established fact that long-continued alimentary albuminuria 
produces some irritation of the epithelia of the convoluted tubules of the 
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From time to time in the past and dating as far back as 1839, 
diffecent clinicians have reported the occurrence, in otherwise healthy 
subjects, of albuminuria following the ingestion of exceptionally 
. large quantities of albumens — meat, eggs, milk, gelatine, cheese. The 
findings of all these observers were usually interpreted to signify 
that the large amount of albumin led to gastrointestinal derange- 
ments with the formation of abnormal decomposition products in the 
gastrointestinal tract that, being absorbed into the blood stream, 
irritated the renal q)ithe]ia and led to serum albuminuria. Here and 
there the rather vague theory was put forward that "reflexes" were 
transmitted to the blood vessels of the splanchnic area causing cir- 
culatory disturbances in the kidneys with resulting albuminuria ; and 
that the genesis of these reflexes was irritation of the gastrointestinal 
mucosa by excessive quantities of albumin or their first degradation 
products. Here and there, finally, a clinician advanced the appar- 
ently paradoxical hypothesis that some of the food albumin passed 
through the intestinal wall as such into the blood and thence into 
the urine. 

Any solution of this important phenomenon was rendered par- 
ticularly difficult by the inability to identify small (Quantities of the 
different albumins that might appear in the urine. Various attempts 
in this direction were made. Purely chemical reactions did not 
answer for purposes of diflferentiation. Fractional precipitation 
tests, solubility tests, coagulability tests, polarimetric tests, etc., etc., 
while answering to a certain degree for large quantities of albumin 
were inefficient when one was dealing with traces only. It was not 
until within recent years that the discovery of specific biologic tests 
for different albumins rendered the solution of this problem ap- 
proachable with some hope of success. 

Diagnosis 

Using the alimentary albuminuria following the ingestion of 
, large quantities of white of egg as a prototype, the method of per- 
forming the precipitin reaction may be briefly described as follows ; 

It is well known that the injection of an albumin into the 
peritoneal cavity of an animal produces certain changes in the 
serum of this animal that render the latter specifically precipitating 
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for the albumin that has been injected. If egg albumin is injected 
into the peritoneal cavity of a rabbit, then the serum of- this 
rabbit acquires the property of forming, under certain technical 
conditions, a precipitate with egg albumin, but with no other 
albumin. 

The outside of the egg is thoroughly scrubbed with a i : looo 
bichloride of mercury solution and washed with sterile water, alcohol 
and ether. With surgically clean hands the egg is grasped in the 
middle and each pole held for a few seconds over a small flame. 
With a sterile strong needle a hole is then punched through the 
heated area at each pole and the egg placed into a small sterilized 
funnel in such a way that most of the white of egg drains off into 
the funnel and thence down into a sterile flask containing some 
small glass beads. The contents of the flask is rapidly shaken and 
poured upon another little funnel, the stem of which is of such a 
cahber that it will not allow the glass beads to pass through. The 
violent f^haking in the flask causes separation of membranes and 
shreds suspended in the white of egg so that the liquid filtering 
through the funnel is perfectly homogeneous and clear. Of this 
liquid 15 to 2o'c.c. are injected under sterile precautions into the 
peritoneal cavity of a large rabbit. The animal is left alone for 
about a week and blood removed from one of the large veins of the 
ear according to the usual method. The supernatant serum in most 
instances is exceedingly sensitive to egg albumin. 

In order to obtain a good reaction in the urine, it is necessary 
to have a large excess of precipitating serum. For this reason about 
20 drops of the serum are mixed in a test tube of small caliber 
with 5 drops of the urine to be examined. That both liquids should 
be absolutely clear when they are mixed need hardly be emphasized. 
It is also, a good plan to have some ordinary rabbit's serum for 
control and to prepare another series of test tubes containing 5 drops 
of the same urine mixed with 20 drops of normal rabbit's serum. 
The tubes are placed into an incubator at 37!^^ deg, C. If the re- 
action is positive, a small ring of the precipitate will be found in 
the tube at the expiration of about one to two hours. As soon as 
the content? of the tubes is shaken the cloudiness will spread through- 
out the whole of the liquid. This method is very sensitive for even 
minute quantities of egg-albumen and the identification of egg- 
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albumin in the urine is exceedingly clean-cut by this method. A 
similar, although somewhat more complicated technique can be em- 
ployed for other albumins. 



CuNicAL Significance 

I have had occasion to observe this peculiar type of alimentary 
albtuninuria especially in the following five conditions : 

First, in motor insufficiency of the stomach of advanced degree, 
immaterial whether due to organic obstruction about the pylorus <M* 
to gastric ecstasy, atony or dilatation, especially if the motor in- 
sufficiency was combined with hypochlorhydria and hypochylia. One 
of the most marked instances of "egg albuminuria," almost regularly 
following the ingestion of 4 or 5 whites of egg, was seen in a typical 
case of achylia gastrica with serious motor insufficiency. 

Second, in certain forms of intestinal indigestion (dystrypsia) 
with the appearance of abnormally large quantities of undigested 
food constituents in the stools and almost invariably associated with 
diarrhea. 

Third, as a part phenomenon of the syndrome of hepatic in- 
sufficiency of advanced degree. 

Fourth, very commonly after rectal feeding with raw eg^, 
peptones (scil, albumoses) or milk. 

Fifth, after the excessive ingestion of large amounts of albumi- 
nous pabulum. This, form of alimentary albuminuria I have had 
occasion to see very frequently in diabetics living on a copious 
albumen-fat diet atid in patients undergoing forced feeding as an 
incident to a mast-cure. 

An explanation of the occurrence of alimentary albuminuria in 
all these different conditions, it appears to me, can be offered on a 
uniform basis as follows : 

Whenever albuminous food remains for a long time in contact 
with the gastrointestinal mucosa in an undigested form, or when- 
ever egg albumin passes throughout the length of the small intestine 
into the large intestine in an undigested form, then a portion of this 
native albumin is absorbed into the portal circulation and promptly 
excreted as a foreign body from the blood into the urine. This 
may occur either in gastrointestinal insufficiency, particularly with a 
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deficit of digestive ferments, or in diarrheic disorders in which the 
enteric contents is propelled so rapidly into the large intestine that 
the normal degradation of the food-albumens into simpler bodies 
cannot take place before the fecal material reaches the ascending 
colon. Or it may finally occur when quantities of albumin too large 
for proper disassimilation within the normal time are taken into the 
stomach, or wlien such large quantities are injected directly into 
the rectum. 

That this contention is presumably the correct one is made 
manifest by the following interesting therapeutic test. If, namely, 
large quantities of pancreatic ferments combined with an alkaly are 
given by mouth in the above mentioned cases of motor insufficiency, 
or by rectum when large egg-albumin clysmata are administered, 
then, as a rule, the albuminuria promptly disappears. In the first 
instance we must assume that pancreatic digestion is hereby trans- 
ferred into the stomach (in which peptic digestion is in abeyance) 
and that, as a result, the proper disassimilation of the albumins 
occurs,' in the latter instance similar conditions are brought about 
artificially in the rectum and colon. 

The occurrence of alimentary albuminuria in hepatic insuffi- 
ciency bears out the contention that the liver is intended to arrest 
and disintoxicate any foreign, presumably toxic, albumens carried 
to it in the portal vein. This idea is strengthened by a series of 
experiments that cannot be discussed in detail in this place, all 
intended to illuminate the path taken by the absorbed native albumins 
in their passage from the intestine via the portal circulation into the 
urine. By means of the precipitin reaction it can be shown without 
difficulty that, in animals, after the injection of large quantities 
of egg-albumen into the rectum or into a loop of intestine the blood 
of the portal vein invariably contains egg-albumin, whereas in a 
certain proportion of these cases the blood leading from the liver 
does not give the precipitin test, or gives it very feebly, while, again, 
a maceration of liver cells in such cases will, as a rule, always be 
found to give the specific albumin test. The liver,* in fact, generally 
contains egg-albumin for several days after the injection is made, 

'Here and there in hypochlorhydria with motor insueSciency the adminis- 
tration of large doses of HCl has accomplished the same result. 

The muscles also often contain egg-albumin, thus very strongly sug- 
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and apparently either digests it or gives it off very slowly to the 
general circulation ; hence tlie relatively small amount of albumen in 
the urine and the long duration of the egg-albuminuria. This finding 
seems to demonstrate that one of the liver functions is to arrest 
native albumins that filter through the intestinal wall, thus protecting 
the organism at large from the circulation of foreign, hence toxic, 
albumins and either relieving the kidneys to a certain extent of the 
task of ridding the organism of such poisonous bodies or regulating 
this task in such a way that the minimum of damage is done to the 
kidneys. No wonder then that in hepatic insufficiency this disintoxi- 
cating function of the liver becomes inadequate and that absorbed 
native albumin passes unhindered through the hepatic filter into the 
circulation beyond, only to reappear promptly, with detriment to the 
fenal epithelia, in the urine. 

From the standpoint of life insurance the recognition of ali- 
mentary albuminuria is, of course, of the greatest value. I have no 
doubt that many applicants for life insurance are unjustly rejected 
on account of the discovery of albumen in the urine that is not serum 
albumen at all. Nothing may be wrong with the kidneys and a little 
attention to the gastrointestinal tract (see below) would have caused 
the prompt disappearance of albumin from the urine. Such cases 
as a rule arc decidedly good risks and should not be rejected. 

Nevertheless It should always be home in mind that the passage 
of native albumin through the renal filter (especially if continued for 
a long time as e.g. as continued experimental injection of egg 
albumen into the circulation), is never an indifferent procedure. For 
it can be shown very clearly in ammals that, together with an ali- 
mentary albuminuria, there occurs in the course of time a serum 
albuminuria and globulinuria from definite pathological lesions in 
the kidneys characterized especially by degenerative changes about 
the epitlielial lining of the tubuli contort!. 

It is not intended witMn the narrow scope of this article on 
the Diagnosis of Alimentary Albuminuria to enter into the treat- 
ment of this condition. The results are in the main very satisfactory. 

The point I wish particularly to emphasize is that one should 
learn to recognize the existence of a distinct and well characterized 
gesting an analogy with the storing and slow liberation of glycogen by these 
two organs. 
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form of albuminuria of rather favorable prognosis that is not due 
to a nephritis -of toxic or infectious origin, thaf is not due to circu- 
latorj- disturbances in the kidneys, that is not due to general cardio- 
renal disease (Bright's disease in the modern sense), but that is due 
primarily to digestive disorders of a certain type. We are dealing 
here with an exclusively enterogenous albuminuria in the interpreta- 
tion of which the renal idea proper should be largely relegated to the 
background and in which treatment should not, as in Bright's disease, 
be directed chiefly against disturbances about the general metabolism 
and the cardio-vascular apparatus, but alone against a well character- 
ized perversion of the gastrointestinal and hepatic functions. 



THE SENSE OF WEIGHT IN THE AFFECTED SIDE: ITS 
VALUE IN THE DIAGNOSIS OF LOBAR PNEUMONIA 

Bv THOMAS F. REILLY 

Professor of Applied Therapeutics, Fordham University 
New York 

The diagnosis of a fully developed pneumonia is generally very 
easy, yet all of us know that cases of well-marked pneumonia occur 
which present great diagnostic difficulties during their entire course, 
and for the first two or three days we are in doubt as to what condi- 
tion is confronting us. This is especially marked when in the ab- 
sence of characteristic sputa we are dealing with a so-called central 
pneumonia. In such a case an absolute diagnosis is impossible; yet 
with the concomitant signs of irritative cough, chill, temperature and 
disturbed respirative ratio, we may often feel safe in our diagnosis. 

It is my intention to recall to the attention of the profession one 
other of these concomitant signs which may be of some corroborative 
evidence in such cases. No one who ever saw a lung in the condition 
of red hepatization can doubt that it weighs heavier than the normal 
lung. 

Aufrecht. quoting Eichhorst, mentions a case in which a left 
pneumonia lung weighed four pounds more than the right lung, 
which was normal. Taking the statistics of Bollinger, Eichhorst 
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and Kussmaul, there is an average increase in weight of two pounds 
and three ounces in the affected lung. In the stage of engorgement 
of course the increase in weight is somewhat less. 

It seems scarcely credible that a patient could carry an added 
weight of over two pounds on one side of the chest without being 
conscious of a feeling of heaviness or weight on the affected side. 
On careful questioning I find that as soon as the sensation of acute 
pain due to the accompanying pleural affection has passed off most 
patients suffering from croupous pneumonia in any form state that 
they feel a sense of weight or load on the affected side. Frequently 
it is only on sitting upright or lying partly on the sound side that 
the feeling of weight will be a prominent symptom. An intelligent 
patient is, of course, more apt to give us a satisfactory answer ; yet 
in young children I have often been able to elicit the symptom. 

The following instances are typical of some of the cases wherein 
the symptom was of value from a diagnostic standpoint. 

Case I. — Mrs. E., aged 32, mother of four children, seen 
by me on October i, 1906. She has been complaining of malaise and 
shivering, with slight irritative cough, for two days; pulse, 96; 
respiration, 26; temperature, 102; examination failed to reveal any 
physical sign of disease. There was a flushing of right cheek and 
occasionally some catching respirations. However, on raising the 
patient to the sitting position she complained of a feeling of marked 
heaviness on the right side. There were no physical signs apparent 
until 48 hours later, when all the signs characteristic of lobar 
pneumonia of the right, middle and lower lobes were notice- 
able. It ran a course of seven days and terminated by crisis 
and recovery. The feehng of heaviness was of distinct value in 
arriving at a diagnosis two days before the physical signs. 

Case IL — John B,, aged 7, seen by me March i, 1908. 
The previous night he had a chill and some slight irritative cough. 
He complains of severe headache; pulse, loo; respiration, 32; tem- 
perature, 103. When raised up and turned quickly on sound side 
he says it feels as though a big log was thrown from his left side on 
his right side. There was, however, no sharp pain on the side. 
Physical examination revealed nothing. Thirty hours later physical 
signs could be made out over the left, upper, and lower lobes. With 
the exception of a moderate amount of delirium, the case showed no 
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unusual symptoms. It ran a course of nine days and terminated in 
crisis and recovery. 

In thirty cases I have succeeded in eliciting this symptom, in 
twenty-one instances before the fourth day of the disease. Perhaps 
more care on my part and intelligence on the part of the patient 
would have furnished a larger proportion. In five cases it was of 
decided value in arriving at a diagnosis. 

Doubtless many thousand clinicians have observed the phe- 
nconenon of an increased weight of the diseased tung in lobar pneu- 
monia as a subjective symptom on the part of the patient, but so far 
as I can ascertain no one has recorded it as a symptom of distinct 
diagnostic value. It is not featured as such in any text book or work 
on physical diagnosis from Grissolle to Aufrecht and Miiller, That 
it exists in most cases no one will question. 

It is, no doubt, a valuable sign in the early diagnosis of lobar 
pneumonia, and it will often prove of distinct help in pointing to the 
seat of an acute affection when the symptoms are still vague and 
indistinct. 



A NOTE ON THE DIAGNOSIS OF ABSCESS OF THE 

LIVER 

By CHARLES GREENE CUMSTON 

Boston 

In the classical form of large abscess of the liver, the diagnosis 
can be made without any very great difficulty. The presence of 
intermittent or remittent fever in a subject who formerly has had 
dysentery, the increase in size of the liver, the appearance of hepatic 
or scapular pains on the right, the rapid change in the general health 
are all factors which should be a warning when they are found pres- 
ent in the same patient. An exploratory puncture should be resorted 
to, the pus withdrawn and the diagnosis confirmed, all of which 
should be followed by a surgical interference. 

So far so good, but things do not always take place in this way. 
An abscess of the liver may frequently take on a torpid sub-acute 
evolution and for a long time fever will be absent, while the general 
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health progressively clianges, the patient losing flesh and sometimes 
complaining of vague pain in the right shoulder. It is only later 
that a rise in temperature is found and the hver increases in size. 
In spite of all this, exploratory puncture will remain negative, and 
only too often foci of suppuration are only found at autopsy. 

Clinically the most important point is to discover the disease, a 
thing which is not always an easy matter, and even when symptoms 
pointing to the liver dominate the clinical picture one may still hesi- 
tate. If an ordinary clinical examination docs not reveal the true 
nature of affairs examination of tlie blood should be resorted to. 
Tuflier and Maute have shown that the presence of a leucocytosis of 
20,000 or more with a preponderance of polynuclears, indicates that 
there is an undrained focus of suppuration. 

Exploratory puncture repeated several times may remain nega- 
tive. It would seem from recent investigation that radiography is 
of some service. On the right side the diaphragmatic dome will 
■ appear raised up by an obscure mass presenting a larger volume than 
that of a normal liver, while the diaphragm does not contract or only 
slightly so in its right half. 

De Brun insists on the frequency of apyrexia during the evolu- 
tion of, hepatic abscess and it may be so persistent that all suspicion 
of suppuration is done away with. It generally follows a first attack 
of a severe rise in temperature, which, however, is usually of short 
duration and then the temperature falls, the general condition of 
the patient greatly improves within a few days and he believes him- 
self well. This period of euphoria is very dangerous for more than 
one reason ; in the first place it may lead one astray on the diagnosis 
and secondly it may appear to authorize certain imprudences on the 
part of the patient. The fever, however, soon returns, while death 
may take place before the site of the suppuration is suspected Con- 
sequently one should not be led into error from the mere fact that 
there is a period of remission and a liver abscess should be dis- 
covered, even when in the so-called latent state. 

The utility of a blood examination, radi<^raphy and exploratory 
puncture have been alluded to, but these means of investigation 
suppose that attention has been drawn already to the liver. During 
the period of euphoria, de Brun insists on the infrequency of the 
slightest pain and the patients present the appearance of convales- 
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cence. There are two symptoms, however, which should lead one to 
suspect the presence of a collection of pus in the liver, namely the 
condition of the tongue and symptoms found at the pulmonary bases. 
The tongue which was coated becomes clean. The tip and the 
borders become red, occasionally even the middle of the organ, and 
long before the epithelial desquamation is complete, the tongue be- 
comes dry and presents three red parallel lines which unite at its tip. 
Desquamation extends over the entire surface of the organ, which 
then takes on a raspberry color ; it is perfectly dry and to the ex- 
amining finger -gives the sensation of a wooden body. This aspect 
of the tongue may, it is quite true, be met with in diseases other than 
abscess of the liver, but, under these circumstances, it is accom- 
panied by all the symptoms of a severe pyrexia. What belongs to 
hepatic abscess alone is that certain patients may present this wooden 
tongue, although presenting a complete apyrexia and they may even 
attend to their business. And still more if these patients are sub- 
mitted to auscultation they show pleural friction at the base of the 
right lung, occasionally extending to the base of the scapulum. These 
frictions are accompanied with subcrepitant rales of varying intensity, 
localized, or at least predominating at the base of the right lung. 
De Erun has found that these two symptoms have allowed him to 
discover abscess of the liver which was truly latent and the ulterior 
evolution showed the correctness of the diagnosis. 



THE INTRA-PANCREATIC SEGMENT OF THE BILE 
DUCT IS A SIGNIFICANT AND PRACTICAL LAND- 
MARK IN THE BILIARY DUCTS 
By BYRON ROBINSON 
Chicago 

A significant landmark in the ductus choledochus communis 
is that segment which passes through the caput pancreaticus, the 
pancreatic head. From my examinations in autopsies I should judge 
that the bile duct coursed obliquely through the head of the pancreas 
in 90 per cent, or more of subjects. The choledochus is imbedded in 
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the pancreatic substance for perhaps three-fourths of an inch in 
length and so firmly surrounded by pancreatic substance that it 
may be difficult to liberate the duct by blunt dissection and pancreatic 
incisions may be accompanied by alarming hemorrhage. I shall term 
this the intfapancreatic segment of the common bile duct. It is not 
only a significant anatomic landmark from relations with the pan- 
creas, but also an important pathologic landmark of the common 
bile duct. The pathologic signification of the passage of the chole- 
dochus through the pancreatic head is that the pancreas may and 
actually becomes infected through the duct. It is common in autop- 
sies, with hepatic duct infection, to be able to palpate an induration 
of the segment of the pancreas through which the common bile duct 
courses. The choledochus communis becomes attacked by catarrh, 
its epithelium becomes desquamated, infection, which gradually pene- 
trates its wall, passes into the abundant glandular ductus bilis and 
eventually infects the connective tissue and parenchyma of the pan- 
creas, ending in pancreatic infection, induration, hypertrophy, or 
atrophy, which may compromise not only the lumen and parietes of 
the choledochus communis but also the lumen and parietes of the 
ductus pancreaticus ; a pericholedochus lymphangitis arises. Com- 
promising of the hepatic or pancreatic ducts signifies retention and 
reabsorption of bile and ductus pancreaticus. 

This anatomic arrangement of the intrapancreatic segment of 
the bile duct explains the clinical relation of the hepatic ducts to the 
pancreas. The intrapancreatic segment of the ductus choledochus 
communis may infect the caput pancreaticus. This is the key which 
unlocks the information that the head of the pancreas is so frequently 
diseased, viz., indurated, hypertrophied, neoplasm. The landa pan- 
creatica, so frequently indurated, is perhaps infected chiefly from the 
colon, or from the stomach or ureteral pelvis. 
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HOW IS EXOPHTHALMUS, TACHYCARDIA AND 
TREMOR FOLLOWING EXTIRPATION OF TUBER- 
CULOUS GLANDS OF THE NECK TO BE 
EXPLAINED? 

By carl beck 

Professor of Surgery, New York Post-Graduate Medical School and Hospital ; 
Visiting Surgeon, St. Mark's Hospital and the German Poliklinik 



In the June meeting { 1908) of the New York German Medical 
Society 1 presented a Russian girl of 22 years, from whose history we 
learned that since seven years she suffered from tuberculous glands 
of both sides of the neck. 
Four years ago extirpa- 
tion was performed. Its 
relapse on the right sids 
required a second and 
more extensive operation 
a year ago. Soon after- 
ward the patient noticed a 
protrusion of both eye 
bails, tremor and palpita- 
tion of the heart, the 
severity of which in- 
creased gradually. 

At the same time 
there was a recurrence of 
the supraclavicular and 
pre-sternocleidomastoid 
glands. 

Status March 15, 
1908: Slim anemic girl, ill 
nourished and neuras- 
thenic. The most exas- 
perating symptoms complained of were the palpitations, which are 
well explained by a pulse of 152 per minute. A moderate degree 
of exophthalmus exists, while the thyroid gland is but little enlai^ed. 
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Graefe's and Moebius's signs are well marked. At the left side of 
the neck a few small glands can be palpated. The right side shows 
a chain of hardened glands, which extends from the upper third of 
the anterior surface of the sternocleidomastoid muscle down to the 
supraclavicular fossa. They vary in size from a pea to that of a 
filbert. One inch above the right mamiUa a subcutaneous fibroma 
of the size of a large cherry is noticeable on inspection as well as 
on palpation. Both axillae are free. Perspiration is increased, 
resistance against the electric current is decreased. The examina- 
tion of the blood shows red blood corpuscles normal, number of 
leucocytes considerably decreased and that of the lymphocytes in- 
creased. The Rontgen plate shows the presence of 17 glands on 
the right side, which point to the deposition of calcareous matter 
in the glandular tissue. 

As emphasized by me before (see my text book Rontgen Ray 
Diagnosi.s and Therapy, 1904, page 84) nothing proves the defect of 
our technic in extirpation of cervical glands more clearly than 
the presence of glands made conspicuous by their calcareous 
deposits on a skiagraph taken immediately after the "thorough 
extirpation." Rontgen therapy was administered every second day by 
my diaphragm method in moderate dosage, until three weeks there- 
after a slight integumental decolorization was observed. After an 
interval of ten days, during which the reaction disappeared again, 
irradiation was taken up in the same manner until May 2d, when a 
slight reaction took place. Then the Rontgen treatment was stopped. 
At this period the glands had become diminished in size, also the 
thyroid, and the palpitations were less frequent and exasperating, the 
pulse oscillating between no and 120 per minute. For the last 
four weeks three tablespoonfuls of the Roncegno iron-arsenic water 
pro die were given besides. The improvement continued until 
now, when we began again to administer the Rontgen treatment 
twice a week. 

During July and August the Rontgen treatment was stopped, the 
patient seeking recreation in the mountains. 

On September 12th the thyroid gland appeared to be normal, 
and no cervical swelling could be detected except one small supra- 
clavicular gland. The general condition proved to be fair, and there 
was a gain of four pounds in weight. The exophthalmus could 
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hardly be noticed. At this time the illustration was taken. The 
pulse was still accelerated and amounted to 100 on the average. 

Now, what is the etiological factor in this case? The symptoms 
presenting themselves shortly after the last extirpation of glands 
resembled those of Basedow's disease. As there was no enlarge- 
ment of the thyroid gland to speak of before the last operation, it is 
difficult to understand why just in this organ the source of the toxin, 
which we hold responsible for the Basedow symptoms, should be 
sought. And still, numerous observations seem to prove that in the 
chemical disturbance in the thyroid gland, and in the thyroid gland 
only, is found the etiological basis of this mysterious disease. One 
of the strongest arguments in favor of this assumption is the undeni- 
able fact that after the removal of the enlarged thyroid gland the 
Basedow symptoms disappear. Kocher alone, to whom we are 
greatly indebted for most of our knowledge in this direction, has 
cured more than two hundred cases of Basedow's disease by excision 
of the gland. Histological changes like epithelial granulations and 
liquefaction of the colloid also corroborate this theory. 

Now, while there is no absolute proof of the thyroid origin of 
Basedow's disease, these results could, on the other hand, not be well 
explained on the basis of the theory that the origin of the affection, 
the histological changes of the parenchyma and the characteristic 
symptoms would be in the nervous system. The observation of our 
case, however, seems to be in favor of the latter theory. Whether 
the pressure of the hard glands on the cervical sympathetic, or an 
injury of this nerve-system, caused by the last extensive operation, 
was a source of irritation, I do not feel competent to decide. I have 
presented the case in an inquiring sense, as a kind of living question- 
mark. There are surely cases of Basedow's disease without the main 
svmptoms of that affection, a kind of Hamlet without Hamlet. In 
my latest publication on the subject (Partial thyroidectomy com- 
bined with Rontgen treatment in Basedow's disease, Post-Graduate 
Twenty-fifth Anniversary volume, 1908) I have described and illus- 
trated such cases. In some of them considerable enlargement of the 
thyroid gland was combined with only a slight degree of exophthal- 
mus, while the other characteristic symptoms were well marked. At 
the same time I presented two young women in whom the opposite 
tradition was observed. In some cases the thyroid gland may be very 
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small, the exophthalmus insignificant, and the tachycardia alone most 
marked, the heart becoming so much overworked that myocarditis 
may finally develop. There must be some element which determines 
these different relations of the size of the gland to the various degrees 
of exophthalmus. There must be a disthyroidosis besides that of 
over- and under-thyroidosis, all of which may cause an undefined 
and probably most indirect influence upon other organs. 

These observations have shown and convinced me that the dic- 
tum of Kocher, according to which the so-called Basedow symptoms 
are generally in proportion to the enlargement of the thyroid gland, 
cannot be upheld with all due respect to the great merits of the in- 
genious surgeon. Perhaps the cases I have described should be re- 
garded as tissue changes of their own special kind, as metamorphoses 
which resemble the Basedow character without being identical. 

There are many riddles to be solved yet in this direction. Let 
us hope that our distinguished citizens, Halstead and McCallum, 
whose admirable experiments on the lower animals have given us so 
much information on this most interesting subject, will also throw 
more light on the question which has been raised by the case illus- 
trated in this article. 



ON THE DIAGNOSIS OF SOME FUNCTIONAL DISEASES 

Bv ROBERT T. EDES 
Late Jackson Professor of Clinical Medicine, Harvard University 

Reading, Mass. 

It is difficult to draw a line between two classes of affections 
neither of which can be so defined as to defy criticism, both of which 
are subject to constant changes in classification and supposed pa- 
thology, which touch at so many places, and yet which for practical 
purposes it is exceedingly important to keep apart. These two 
classes are sometimes called "organic" and "functional." But for 
years since the decay of the purely academic pathologies the organic 
is being constantly enlarged by fruitful incursions with the micro- 
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scope and test tube into regions before called "functional" or 
"inorganic." 

"Real" and "imaginary" find fret|uem popular use in a similar 
sense. "Somatogenic" and "psychogenic" would be excellent words 
if the latter had not already been appropriated for a much narrower 
group in a different sense. The "neuromimesis" of Sir James Paget 
is admirable as applied to some surgical affections. Perhaps "dis- 
eases" and "disorders," words which neither exclude nor necessarily 
include the idea of structural change and either of which may be 
properly applied to toxic and chemical ones are as unobjectionable as 
any. "Disorders" may include malingering which is compatible with 
perfect intellectual health but which is so often only an additional 
symptom of neurasthenia, insanity, and hysteria. It is important to 
remark that none of these designations should be regarded as com- 
mensurate with "incurable" or "curable." 

In this diagnosis it is not sufficient to make out that the patient 
is neurasthenic, nervous, excitable, unduly apprehensive, and has 
symptoms that have no obvious connection with organic disease. 
There is nothing here to disprove its presence. 

A complete diagnosis must depend upon a complete knowledge 
of all possible sources of the symptoms. Although such perfection 
of knowledge is unattainable in any one person, the practitioner 
should have in mind that the pain, spasm, paralysis, anesthesia, 
paresthesia, tremor, variations in reflex, may either have an actual 
direct organic foundation, or may be connected in a more roundabout 
way with distant lesions ; and also that the mental changes, phobias, 
obsessions, aboulia, may be incipient conditions of well recogniied 
forms of insanity. If he calls in the specialist to carry out the search 
in obscurer details it may be necessary for him to correct the parallax 
of more than one extreme and one-sided view. It is obvious that 
there are many discounts, safer in some directions than in others, 
to be made from this ideal thoroughness, but the practitioner should 
know in which direction to look, not trusting too implicitly to his 
instincts. Mistakes are inevitable in the application of any inexact 
science and there are few more mortifying and distressing than send- 
ing away a patient with the diagnosis of "only nervousness" and find- 
ing later an actual organic basis. 

The neurologist who sees many cases of purely functional dis- 
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turbance, often wrongly included in the morbid scrap-heap neuras- 
thenia, should be peculiarly on his guard against this mistake, care- 
fully checking the opinions of other men, even those in whom he has 
the utmost confidence, leaving as few loopholes as possible, and 
always holding his own diagnosis subject to revision. Even long 
experience with the same patient docs' not give absolute security. 

Prominent among the symptoms Which should be distributed 
among these classes, are those connected with the intracranial and 
spinal nerve centres. There are many in each class which closely 
resemble each other, probably for the reason that the immediate 
underlying condition is the same, pressure within or without the ves- 
sels, on membranes, on nerves or on the whole cerebral contents, 
intra- or extra-vascular, referrible however to two different sets of 
remote causes— which are what we wish to separate. Such are head- 
ache, vertigo, feeling of tightness, fulness, floating, and other cerebral 
paresthesias, described with as much distress and far more variety 
by the neurasthenic as by the sufferer from a cerebral tumor, or from 
B right's disease. 

A small nonmalignant tumor, a cyst of the choroid plexus stop- 
ping the passage of fluid from the ventricles to the subarachnoid 
space, may give rise to a pressure in every direction which will cause 
a general headache and coma rapidly preceding death. The syphilitic 
headache is apt to be worse at night and the neurasthenic to be aggra- 
vated by nervous fatigue. 

The thermometer will mark off tlie acute inflammatory head- 
aches but the dull enduring headache of pachymeningitis is not so 
easily and surely ruled out. It is not likely to occur in the same class 
of cases and is associated with mental dulness and not mere fatig- 
ability. 

Poisonings by metallic or vegetable substances taken as foods, 
drinks, or medicine are fairly to be reckoned among organic causes. 
Such are alcohol, either in the form of the too frequent reprehensible 
cocktail or the "nerve tonic," tobacco, opium, nitroglycerine, chloral, 
and very large doses of bromides; also arsenic and the stronger 
preparations of iron. It is obvious in several of these cases that the 
disease might get the discredit which belongs to the treatment. The 
diagnosis can usually be readily made by a temporary abstention and, 
in the case of the minerals, a chemical examination. In none of 
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these conditions is there likely to be total absence for a great while of 
other signs. 

There is no condition in the whole range between absolute free- 
dom from all tangible symptoms and sudden death, which is incon- 
sistent with the presence of sclerosis of the cerebral vessels. All 
that headache, vertigo and other- functional disturbances of a similar 
kind added to arcus senilis, can justify in this direction is a suspicion. 

With the addition of others, slight temporary paralyses, empha- 
sized by errors in diet, constipation, fatigue or unusual excitement, 
and an increase in vascular tension instrumentally measured, or 
detected by the fingers on outlying arteries or the stethoscope at the 
heart, the diagnosis more or less nearly approaches certainty. 

The intracranial vessels may be either much more or much less 
advanced in degeneration than those elsewhere. A small patch of 
roughening in the middle or anterior cerebral may be the starting 
point of an extensive thrombus, softening and death ; and on the 
other hand the whole aorta and its large branches may be scarred, 
twisted and narrowed with comparatively slight cerebral symptoms. 

The annoying and alarming vertigo not dependent, so far as can 
be proved, upon aural derangement, not connected with known di- 
gestive trouble (^vertigo a stomacho laeso, often a very forced diag- 
nosis), associated with no paralysis, headache, or epilepsy, is a symp- 
tom of little prognostic or diagnostic value. At the worst it may 
suggest to the physician a possible degeneration of cerebral or aural 
vessels, a view so insecurely founded and yet so far-reaching and 
distressing, that it should never be communicated to the patient. In 
the absence of other signs and of arterial disease elsewhere, it is 
better to consider it dependent upon temporary cardiac or vasomotor 
disturbances, a diagnosis which, although not a certainty, will prove 
correct much more frequently than a very serious one. 

Headache, vertigo, and a certain amount of loss of memory or 
bizarre and unbecoming behavior, even with a history of syphilis, are 
not conclusive of general paresis, the "softening of the brain" of the 
laity. It is only by the search for the somatic symptoms, after a 
sufficient time of observation, and especially after the clearing away 
of accidental complications (alcohol, bromides in large doses, hyp- 
notics), that this question, so highly important to be made early, can 
be answered. 
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It would at first seem as if the diagnosis between a nervous 
headache and one due to interstitial nephritis or to intracranial 
growths should be a very simple one. There is nothing in the char- 
acter or location of the headache to distinguish them. A nervous 
headache is extremely likely, as with other nervous phenomena, such 
as a hysterical paroxysm, to terminate in a copious flow of pale urine 
and if that urine should contain, as does not infrequently that of 
fairly healthy persons, a few pale casts and a faint trace of albumin 
there are the materials for an erroneous diagnosis. This applies 
mostly to the early stage and the single measurement of the urine. 
A diabetes insipidus is always hysterical. Even if the pathological 
constituents are absent from the urine and there are no other cerebral 
symptoms it is not an absolute certainty that the headache is purely 
nervous but with properly repeated tests it would be an extremely 
exceptional case in which the diagnosis of either Bright's disease or a 
tumor could be long delayed. It is of course possible that the 
kidneys may, without decided change of structtire fail to carry ofif 
some poison not as yet distinctly recognized, the accumulation of 
which gives rise to headache and other painful affections. The most 
definite accusations have been made against uric acid and other 
products of nitrogenous catabolism but there is as yet nothing con- 
clusive. An acidosis of some kind seems to be most prominently in 
the field of biochemic inquiry at present. A good many observations 
of my own seemed to me to show that the usual neurasthenic head- 
ache is not of uric acid origin. Fortunately practice need not wait 
for the matter to be settled. There are plenty of diet schemes which 
will ward off the risk of excessive proteid nutrition without under- 
mining the strength or developing a morbid fastidiousness of 
appetite. 

The sick headache lasting two or three days, recurring with con- 
siderable regularity, and often terminating by vomiting is best re- 
garded, until a more definite chemical origin can be assigned, as 
accunmlative or crisis action of fatigue. The further diagnosis is 
concerned in getting at the source of the fatigue. 

Many physicians go beyond the headache and assign, not to fatigue 
in general, but to their own particular source of fatigue, the whole 
series of nervous disorders, their varieties and their concomitants. 
The diagnosis of the whole class is more or less involved with that 
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of the headache. Mental exertion, anxious, inadequate to the task, 
ever driven by responsibility, disgusted by monotony, overweighted 
by morbid scruples, handicapped by doubt and fear, psychic and 
somatic imperfections, is undoubtedly the most prolific source of 
nervous fatigue and its consequences. Mental exertion without these 
qualifications leads to fatigue which is promptly restored like any 
other kind, and gives rise to no question of diagnosis. When the 
exertion with the qualifications has gone so far that restoration does 
not take place completely in a reasonable time the condition is dis- 
tinctly morbid. But since the capacity for mental exertion and its 
adequacy to do what it is called upon for, vary so widely no one 
can say what is and what is not a sufficient cause for neurasthenia. 

At the head of the list of somatic disorders which convert normal 
mental exercise into a source of nervous breakdown is undoubtedly 
eye strain. No case of headache, possibly of the whole neurasthenia 
group when no other adequate cause is clearly present, has undergone 
a thorough examination unless a careful inquiry into the refraction 
and musculature of the eye has formed a part of it. 

Unfortunately for the practitioner, the neurologist, and the 
patient, several views, widely differing but claiming the same field, 
are presented to them. It is not to be expected that the neurologist 
should be an expert in every direction, but he should have sufficient 
knowledge of the theories to make use of their data intelligently. 

Gould recommends a preliminary pharmaceutic test for the use 
of the general practitioner, namely the instillation of atropine for 
several days, during which the headache if of refraction origin re- 
mains absent. 

Fatigue arises from imperfect and difficult hearing, from an 
analogous condition of strain in the little muscles of the drum and the 
attempt to combine indistinct sounds into a coherent and intelligible 
meaning. Sexual excess of any kind is a potent factor of exhaustion 
in either sex, and diseases of the pelvic organs are among the most 
frequently assigned causes for nervous debility in women. It is 
probable that a much larger part of the neuralgias nervous, and 
hysterical manifestations are connected with the psychical, emotional, 
and nervous side of the sexual Hfe, than with tangible diseases of the 
genital organs. This applies even more strictly to those mental con- 
ditions, the obsessions, depressions, and melancholias standing close 
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to the line of insanity. How close this relation may be in young men 
is well known to the physician, and only too well to the quack. 
After a suitable physical examination a further psychic diagnosis 
may be obtained by simple frankness on the part of the patient, or 
in obscurer cases by the elaborate analytic method of Freud. 

The pains located in the spine below the occiput are usually to 
be recognized as neurasthenic by their associations and by their being 
aggravated as much by nervous as by muscular fatigue, but other 
possibilities are not to be neglected. Meningitis, spinal arthritis, 
chronic muscular rheumatism, spondylitis deformans, tumors pressing 
on the cord, caries and malignant disease of the vertebrK, are likely 
to be betrayed by pain on pressure, on jarring, indicated by certain 
movements, gait, and deformity, or by the application of heat, as well 
as the radiation of the pain along the course of nerves originating in 
the cord or passing through the membranes and ligaments in the 
neighborhood. 

Cervical and dorso-lumbal pains, so common and of so little 
diagnostic value in anemic and debilitated women, should not be dis- 
missed until the dragging of a subinvoluted uterus, of movable kid- 
neys, a general enteroptosis or the weakening of the great muscular 
supporters of the spine by too little exercise or overstrain, can be 
either totally eliminated or made to share the blame. But enteroptosis 
and neurasthenia are not synonymous. 

Few pains are so pathognomonic as to be negligible in diagnosis. 
The ease with which the patient can be diverted from the feeling, its 
cessation when the attention is called to another region or after the 
administration of a medicine are important elements. The pulse rate 
and arterial tension may rise under the effect of a sudden acute pain 
or pressure upon a point of tenderness; but emotion, perhaps the 
dread of an examination, may do the same thing. Severe pain makes 
its mark upon the physiognomy. 

Neuralgias are to be separated from neuritis by the etiology 
(debility and anemia on the one hand, alcohol, diabetes, tuberculosis 
or poisoning on the other;, the pain dependent upon pressure over 
points of exit rather than in the muscular masses, the association 
with motor phenomena, and, in advanced cases, muscular wasting 
and reaction of degeneration. 

Pain and tenderness on pressure over the ovaries, or over the 
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appendix demand the most care of all, but require other symptoms 
before they can certainly be referred to organic disease in the under- 
lying organs. 

Paresthesia, prickling, formication, tingling, itching, and es- 
pecially numbness of the hands and feet, which is almost always a 
paresthesia and not an anesthesia, may be connected with neuritis or 
with degeneration of the cord such as occurs with anemia. 

Visible changes in the circulation of the limbs, erythromelalgia 
or Raynaud's disease, at times pure neuroses, after a short observation 
may be left out of sight in the diagnosis of malingering. Arterial 
disease is always to be carefully sought for. Among the paralyses 
and anesthesias the diagnosis is always to be drawn by a careful 
comparison of symptoms, alleged and observed, with well recognized 
cerebral, spinal, and neuritic diseases; and the distinction should be 
made to depend upon complete pictures of the symptom-complex and 
not merely upon this or that phenomenon contrasted separately with 
an uncertain standard. Some of these can be more or less skilfully 
imitated, and it is not possible to foresee to what developments the 
lucrative industry of getting damages may not lead. 

Muscular wasting, fibrillary twitching, the effect of distracting 
the attention, the separation of different fonns of anesthesia, the 
occurrence of bedsores and above all the behavior of the reflexes, 
especially the deep, should make the distinction of the organic affec- 
tions in the vast majority of instances. 

In the medico legal cases an entirely different set of considera- 
tions come into play, which it is difficult to generalize and impossible 
to lay down fixed rules for, veracity, intelligence of the patient, skill 
of the counsel, education, social position, "expectant pecuniosity," the 
effect of litigation. The line between a purely functional disorder 
and conscious fraud is not always easy to draw, nor when drawn 
easy to make clear to a lay jury. It is perhaps too early to say 
whether laboratory methods may make the distinction clear, and 
whether they have in near prospect a field of usefulness in neurology 
as well as in the diagnosis of insanity. 

Certain forms of anesthesia are distinguished ^s hysterical or 
functional. 

1st. Absolute, complete up to the median line, usually involving 
the face. 



,y Google 



Edes: Diagnosis ok Some Flnctio.nal Diseases 369 

2d. The so-called "sleeve anesthesia" corresponding to the seg- 
ment of a limb and not to the distribution of a nerve. 

3d. Patchy anesthesias. It is chiefly this last which might give 
rise to an erroneous diagnosis of tabes or vice versa. 

The first two obviously correspond to the ideas of an emotional 
and uninstructed person rather than to a physiological probability, 
and are nearly conclusive of functional disorder. If these can be 
suddenly removed or materially changed by metallo,- magneto,- psy- 
cho,- hypno,- or pharmaco-tlierapy the diagnosis is conclusive. 

With the functional anesthesias are to be reckoned those of the 
special senses, among which the most important and characteristic is 
vision, showing with great clearness the ide? of half-blindness pres- 
ent in the mind of the patienj. "Unilateral heini amblyopia with hmi- 
tation of the field and change in color sensitiveness is as distinctive of 
functional blindness as hemianopia is of a central lesion. 

A midtHe-aged male cook, with no claim for damages, had some- 
thing like a shock. He gave exactly the picture of the limitation of 
the §clds of color vision according to the then very recently published 
description of Charcot. 

The provisional diagnosis at the time was of a limited lesion in 
■ the internal capside. At present it would imdoubtedly have been 
called hysteria. 

A feigned amblyopia or blindness may be detected by crossed 
mirrors. 

Functional motor paralyses take a great variety of forms being 
determined like the anesthesias largely by the ideas and associations 
of the patient. Astasia-abasia. inability to stand and walk, with 
ability to make ail other movements, is a typical example. 

The hemiplegia very rarely involves the face. Such paralyses 
are attended by few 01 the other phenomena met with when of 
organic origin. There is likely to be some increase of reflexes but 
not ankle clonus nor Babinski. Contracture, extreme and obstinate, 
may be met with but it is an acquired one dependent upon long con- 
tinued position and not upon central changes. Etherization may be 
of use in this diagnosis. The reflexes, especially the deep, are of 
the very highest importance for they are not easily suppressed nor 
easily feigned. The knee jerk has been said to be absent in normal 
persons but one would make very few mistakes if he assumed that 
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it is never absent when sought for carefully with reinforcement, when 
there is no diabetes and when the organic integrity of the cerebrum 
(general paresis) and of the cord is above suspicion. It can by an 
effort be prevented from raising the foot but the effort and the 
contraction of the rectus can be detected. It is exaggerated in many 
kinds of nervous irritability but individual variations are so great 
that this condition is only of corroborative value. Ankle clonus is 
said to occur in hysteria and a plausible temporary imitation can 
be obtained, but a regular typical ankle clonus in a person unfamiliar 
with it is as nearly pathognomonic of poster o-latera! sclerosis as any 
one symptom can be. The arm, wrist and elbow jerks are not so 
regularly elicited and vary within wider limits. If greatly exag- 
gerated they mean the same for the upper part of the cord that ankle 
clonus does for the lower. 

Ordinary plantar reflex can be resisted for a short time or it 
may be greatly exaggerated, depending to a great extent rather on 
the sensitiveness of the skin than on the excitability of the cord. 
The Babinski, extension of the great toe, can be momentarily imitated, 
but when genuine, is a symptom of more importance than the pres- 
ence of the normal flexion, testifying as to the existence of organic 
disease in the cord. 

The other skin reflexes, obtained at different levels, are of more 
importance in localizing a lesion than in merely determining its 
presence. 

Some scleroses of the cord may in the early stages present 
symptoms resembling neurasthenia. The disseminated form is often 
associated with hysteria, but offers sufficiently distinctive features 
of its own, intention tremor, affections of the optic nerve and external 
muscles of the eye, especially nystagmus; and the "morbid com- 
placency in the face of a serious and alarming condition." 

The acute ascending paralyses, Landry, and poliomyelitis if no 
fever has been observed, may for a time be mistaken for hysterical 
paraplegia. One such mistake arose from not taking as decisive the 
failure of the knee jerk, which was thought to be due only to the 
awkwardness of the position while the attempt to obtain it was not 
persisted in long enough to make the matter certain. 

The delicate mechanism of heat regulation is so purely auto- 
matic that control by the volition or by any idea is hardly supposable 
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in any regular way; or at least, if any such interference be possible, 
it would be in the extravagant and bizarre manner of many other 
invasions of purely functional phenomena in the orderly progress of 
organic processes. Recent inquiries as to occurrence of real hysteric 
fever seem to have resulted in finding none. 

On the other hand the very exceptional hyperpyrexias have been 
to a great extent discredited as fraudulent. All that can be said is 
that there are some, which present none of the other phenomena of 
pyrexia, where no deception has been detected. It may safely be 
claimed that a temperature within the limits of pyrexia and following 
with some regularity at a fixed rhythm is not due to any functional 
nervous disorder. Its occurrence calls for a more careful search 
for an infection. 

So-called concussion of the spine is far from being a clinical 
entity. Four conditions are to be distinguished : 

1. Injury to the cord without fracture of bone, possibly hemor- 
rhages or small ruptures. 

2. Traumatic neurosis ; where a bruise or sprain has been magni- 
fied by the imagination and retained in the memory after real injuries 
have disappeared. 

3. Malingering; usually for financial reasons, although the fan- 
tastic hysterical feigner is not unknown. 

4. Spondylitis. 

Cases of the first form like the following are not common. 

A man fell on his back across a wheel. There were soon pain and twitch- 
ing in the legs. Then complete paraplegia, and later, increase of tendon 
reflexes in the upper limbs and extreme contracture. No macroscopic lesions 
of -importance were found, no fracture of vertebrae; but in the cord extreme 
degeneration of the posterolateral columns and of the columns of Turck. 

Several other cases gave conclusive evidence of degeneration 
in the same regions, in the form of abnormal reflexes. 

The diagnosis depends upon the general considerations already 
laid down. 

A more difficult problem is presented in some cases of shock and 
injury to the cranium, or the after effects of sunstroke. Here there 
are fewer objective symptoms available, for in regard to the inability 
to concentrate the attention, to remember business details, to do 
mental work without rapid exhaustion, to take the initiative, to the 
dread of responsibility, we have neither a fixed standard nor the 
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means of exactly measuring the mental capacity. Subjective state- 
ments must be taken into the account. It is difficult to estimate 
courage and will until brought into actual contact with the real ob- 
stacle or tlie opportunity. 

An ambitious young man with flattering prospects is unlikely to 
become a malingerer or a "nialade imaginaire" against his will, but 
these possibilities are always to be considered in persons of weaker 
psychical development, or temporarily impaired physical well-being. 

In some cases where there has been a demonstrable lesion of the 
cranial bones or where such a lesion may reasonably be assumed, 
without an operation, there is a possibility of local lesions of the 
nature of meningeal adhesions or small growths, such as have been 
found in other cases where a second operation has been undertaken 
with relief on account of the persistence or the recurrence of 
symptoms. It is not beyond bounds of probability that cases of 
intracranial tumor may find their origin in lesions of this kind. 

Whether laboratory methdds can clearly decide between in- 
ability and disinclination, between fatigue and indifference, between 
a morbid fear of responsibility and a becoming modesty, any better 
or so well as the observation of friends and physician, is not, as yet, 
certain. 

The nervous disorders of the abdominal and thoracic viscera are 
not so difficult to separate off, inasmuch as we have the physical 
signs with morphological and chemical changes in the blood and 
secretions to make the differential diagnosis. Pains may of course 
be exaggerated by over attention, but after alt, if chronic and con- 
tinued, usually mean a lesion. Visceral sensations do not normally 
rise in a definite form above the threshold of consciousness, while 
on this as well as on the motor side the connection of the "vital 
organs" with the central nervous system is either through autoin- 
toxications or a roundabout one through the vasomotor system. 

Nervous palpitation of the heart, the "heart disease" of the 
hypochondriac, is well known, and diagnosticable. The rise of 
arterial pressure which may take place from pain or from emotion 
has already been discussed. A simple tachycardia should be looked 
at with an eye to the future development of the other symptoms of 
exophthalmic goitre. Such cases will present conditions of nervous 
excitability and restlessness closely allied to neurasthenia, so that 
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in fact the line between them is not only difficult to draw but it may 
be doubted whether such a line exists. 

The sphygmogram most frequently found in neurasthenia is one 
of somewhat resistant arteries with a moderate impulse, that of a 
tension high in proportion to the vigor of the impulse, but not in 
proportion to the normal, resembling in form that of arteriosclerosis 
and hypertrophy but of less height, Strauss finds that in many 
neuroses, especially the traumatic, the blood pressure is raised. 

The movements of respiration, from their closer connection with 
the voluntary muscles, are more easily affected functionally for a 
time. 

A very curious case was exhibited some years ago to many physicians, 
medical classes and physiologists. The patient had received a severe blow 
upon (he head without fracture and after a brief unconsciousness found him- 
self breathing at a rate of a good deal over a hundred per minute, like the 
panting of a dog. This rapidity, never less than several times the normal, con- 
tinued day and night and during sleep. The officers of the defendant company 
were convinced by their own expert that it was practically impossible for a 
man to keep up such a rate voluntarily even for a short time without utter 
exhaustion, and they paid him large damages. He recovered a year later after 
two applications of the shin bone of St. Anne. 

Nervous asthma and nervous cough should be kept in mind but 
not too hastily assumed. 

Gastric symptoms often show how closely the most serious 
organic disease may be counterfeited by a disorder resting on a 
purely functional basis. 

It is not safe to regard neurotic vomiting in the optimistic light 
found in much text book literature, for a thorough emptying of the 
stomach after each feeding can have but one result, whether due to 
a tumor or an idea. The diagnosis is sometimes of the most evident, 
but a conclusive one must depend on ruling out all other causes by 
careful feeding and examination of the gastric contents, before a 
resort to surgical intervention. 

The symptomatology of chronic invalidism is extensive and 
varied; it may be the present accompaniment or the residuum of 
organic disease with which are combined in all proportions and va- 
rieties exaggerations, misinterpretations, additions from imagination, 
constant introspection, fixed idea, want of courage, indolence, and 
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craving for sympathy or notoriety, but all these possibilities should 
not obscure that of the organic element underlying. 

It is for the credit of the physician, the advancement of knowl- 
edge, the welfare of the patient, and of the community, now so much 
addicted to psychic therapeutics, "that the diagnosis should be made 
early from a comprehensive knowledge of all the facts and not from 
successive changes of theories and the result of haphazard trials of 
all sorts of methods. 



PERIPHERAL FACIAL PARALYSIS OF SYPHILITIC 
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IMPORTANCE OF ITS RECOGNITION' 

By ALFRED GORDON 

Associate in Nervous and Mental Diseases, Jefferson Medical College; 

Neurologist to Mount Sinai, Northwestern General, and 

Douglass Memorial Hospitals 

Philadelphia 

Syphilis has a special predilection for the central nervous sys- 
tem. The peripheral nerves independently of their centres are not 
commonly involved in the course of syphilis. The cranial nerves 
become affected 'in the course or at the onset of those organic nervous 
diseases in which sj^hilis is considered the chief cause. Among 
them paralysis of the third and sixth nerves is the most frequent 
occurrence. Then again a simultaneous palsy of two or more cra- 
nial nerves in the course of cerebro-spinal syphilis or in other organic 
diseases of syphilitic nature is not at all rare. 

As an isolated involvement of a single peripheral nerve, the 
trigeminus may be mentioned. Frequently other cranial nerves are 
associated with the fifth. On the other hand, an isolated involve- 
ment of the seventh nerve of Bell's type is decidedly rare. In the 
literature for the past few years I could find only three cases : one 
by Debove and two by Jeanselme (Presse Medicale No. 44, 1908). 

'Read at the meeting of the Pennsylvania State Medical Society, Cam* 
bridge Springs, September, 1908. 
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When we consider the nature of syphilitic lesions, we see that 
a meningeal involvement is almost always present. At the begin- 
ning we notice general disturbances and nervous manifestations, 
particularly headache. They are probably due to meningeal re- 
actions, which can be demonstrated by the state of the cerebro-spinal 
fluid (lymphocytosis). The involvement of the meninges may be par- 
ticularly marked at the level of superficial origin of certain nerves, 
cranial or others, and through compression it will produce motor 
palsies or neuralgias according to whether motor or sensory nerves 
are affected. If we are able to explain the mechanism of the dis- 
ease, we do not know yet the reason why the nerves of the eye are 
most frequently touched by the pathological process. We equally 
do not know why the syphilitic poison has more predilection for 
certain nerves than for others. 

It is consequently difficult to explain the rarity of involvement 
of the seventh nerve. However, the latter occurs occasionally and 
in their presence one must not ignore the fact that "cold" which is 
so generally accepted is not always the etiological factor. 

I am able to present the histories of six cases in which an 
isolated palsy of the facial nerve developed while the patients were 
under the influence of the syphilitic poison. Some of them were 
stricken shortly after the initial infection, others much later, viz., 
two and four years. In all cases the palsy appeared in the most 
imperceptible manner and from the beginning until the time of 
recovery the type remained peripheral, viz., the entire half of the 
face was involved : the mouth was drawn, the forehead could not 
wrinkle and the eye remained open. 

When the presence of a syphilitic history was ascertained by me, 
a most rigorous antisyphilitic treatment was instituted. No other 
medication or physical application was used. 

The first two patients developed facial paralysis two months 
after the initial chancre. Both presented adenopathies in the groins 
and neck with occasional patches in the mouth disappearing and 
reappearing. None of them was under treatment when the palsy 
appeared. The latter developed insidiously with a few premonitory 
symptoms on the affected side, viz., a sensation of coldness and 
numbness. They were brought to me two days later. While in- 
vestigating as to the etiology of their paralysis I learned of the 
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specific infection. Although the patients referred to a "cold" to 
which every one is so prone to ascribe it, I nevertheless failed to 
ascertain it in a definite manner. After having eliminated all other 
possible canses, I logically arrived at the conclusion that the syphilitic 
infection was at fault. What was particularly favorable to this idea 
was the presence of the patches in the mouth and the occasional head- 
ache of nocturnal character. In the four remaining patients the 
facial paralysis appeared between two and four years after the 
initial chancre. It is noteworthy to observe that the palsy developed 
during a period of headache lasting from two to three months. 
Besides the headache, two of them presented a certain degree of 
somnolence. It is evident that they all suffered from cerebral 
syphilis, though to a mild extent. The old syphilitic infection there- 
fore became for some reason active and affected the facial nerve at 
its superficial origin or peripiieral termination. There was no history 
of cold or traumatic cause which could explain the nerve paralysis. 
The latter developed slowly : the patients noticed at first a slight diffi- 
culty to keep fluids in one side of the mouth, then the naso-labial . 
fold became less pronounced tlian that of the opposite std,e and 
finally the orbicularis palpebrarum and frontalis suffered. Why this 
succession of muscular involvement, it is not easy to explain. Per- 
haps the meningeal syphilitic infiltration was at first so minute that 
to press upon a certain portion of the nerve and later when it in- 
creased it englobed the entire origin of the nerve. Two of the 
patients concealed for a long time their former specific infection 
and only after a prolonged insistence a confession was obtained from 
them. 

All the six patients were put on mercurial treatment at first. 
Inunction of a half of a drachm twice daily was the method. Im- 
provement was noticed early. The first two patients, who, as I said 
before, presented secondary symptoms, began to improve on the 
sixth inunction and in ail one received i6, the other l8 inunctions. 
Recovery was complete. 

The other four patients received lo, 15, 15 and 8 inunctions 
respectively. The treatment had to be discontinued, as signs of 
intolerance were noticeable. Iodide of sodium was substituted. 
Mercury improved the condition, but not to the same extent as in the 
first two cases. Iodides on the contrary hastened the recovery 
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which was hnalty as complete as in the other two cases. A saturated 
solution of the drug was administered beginning with ten minims 
and every other day two minims to the dose added. The four 
patients took 64, 52, 72 and 30 drops three times a day for a period 
of two to three weeks, to when complete recovery took place. The 
headache in all and the somnolence in two patients have also dis- 
appeared while under treatment. 

The six patients received at no time any other treatment ; no 
massage, no electricity, no applications to the parotid region were 
employed. The onset, the mode of development of the condition 
were so evidently syphilitic in nature, that I had no hesitation in 
making the pathogenetic diagnosis. I must also confess that my 
scientific curiosity played a considerable part in avoiding other 
therapeutic measures. It was not a post hoc ergo propter hoc with 
me; it was not because the patients had a history of syphilitic 
infection that led me to believe in the specific nature of the palsy. 
It is the slow onset, the absence of the usual causes (cold, trauma, 
otitis, etc.), the presence of mucous patches in two patients, the 
presence of nocturnal headache and somnolence in the other patients, 
finally the knowledge of individual nerves being attacked not infre- 
quently by the syphilitic poison, all these circumstances made me 
arrive at my diagnosis of the nature of the facial paralysis in my 
six cases. 

The comparative infrequency of isolated seventh nerve palsy 
in syphilis warranted mc to bring the observations before the pro- 
fession. It may be of practical utility. 

The cases are as follows : 

Case I, Man, 28 years of age noticed that he had some difficulty in 
masticating on the right side of liie mouth, as there was a sort of a numb- 
ness, he said. The right cheek appeared to him cold and he had to rub it 
quite often. Two days later he observed that he could not blow properly with 
the right side of his lips. On the following day saliva would accumulate in 
the right angle of the mouth. Shortly afterwards he noticed a watering of the 
right eye. He then looked at himself in a mirror and noticed that the face 
was slightly turned to the left. Three days later all (he symptoms of a true 
Bell's palsy were fully developed. 

Two months prior he had a chancre which was treated with cauterization 
and internally with iodides. At this time numerous mucous patches were found 
in the mouth. The glands in the groins were decidedly enlarged on both 
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sides. There was one large gland in the slieath of the stemo-mastoid muscle 
on the right. 

A close questioning failed to reveal any of the usual causes for the facial 
paralysis. There was no exposure to cold. By exclusion I arrived at the 
conclusion that syphilis was the direct cause of the condition. Accordingly I 
advised inunctions of mercury of half a drachm twice daily. On the fourth 
day, viz.. al the end of the sixth inunction, improvement began to be notice- 
able. The orbicularis palpebrarum improved first. The eye would close 
better. The face gradually became straighter. Sixteen inunctions were re- 
quired for complete recovery. The patient stood the mercury very well. The 
mucous patches have also disappeared under the treatment At no time was 
massage or electricity used. 

Case II. Man of 32. contracted a chancre about two months prior to 
coming under my observation. Local application of some caustic was used 
and internally, he said, he took iodides. About six weeks later he noticed an 
uncomfortable sensation over the entire right side of the face. Then two or 
three days later he noticed that he was unable to keep fluids in his mouth on 
the right. Gradually, in a period of six days, a total facial paralysis of per- 
ipheral type was fully developed, viz., face was drawn to the left, the right eye 
could not close and the forehead could not wrinkle on the right. 

The patient also complained of occasional headache which was at limes 
quite severe and always appearing about nine o'clock in the evening. This 
circumstance together with much enlarged glands in the groins, also the his- 
tory of infection, led me to believe that the facial paralysis is also of syphilitic 
nature. No other cause could be traced. Similarly to the first case I adminis- 
tered here mercurial inunctions. Improvement began on the seventh and re- 
covery on the eighteenth inunction. Neither massage nor electricity was 
applied here. 

Case III. Man, 35 years old, had a chancre two years prior to coming 
under my observation. He gave a history of an eruption about a month after 
the initial infection. Fifteen months later he began to suffer from headache. 
The latter was continuous and at times was unusually severe. The patient 
became also apathetic and somnolent. Upon awakening one morning he 
noticed that his mouih was drawn to the left. Two days later he noticed that 
the left nasolabial fold became deeper than the right and on the following day 
the right orbicularis palpebrarum and the frontalis muscles became involved. 
The paralysis of the seventh nerve was total, viz., peripheral in type. 

I suspected that the latter was syphilitic in origin, especially in presence 
of the persistent headache and somnolence, signs likely of cerebral syphilis. 
The latter was evidently not recognized, as he was treated with various 
stomachic remedies and his eyes were repeatedly tested and glasses adjusted. 
The patient did not reveal his infection to his physicians. Mercurial inunc- 
tions were instituted by me in doses of half a drachm twice daily. Upon the 
tenth inunction only some improvement was noticed. At this time intolerance 
to the drug made its appearance, \ix., salivation and diarrhea. A discontinu- 
ance of mercury removed the untoward manifestations. Iodides were then 



„Google 



Gordon : Peripheral Facial Paralysis 379 

substituted and rapid improvement with complete recovery followed. I began 
the drug with 10 mininis t.i.d. and increased two drops to the dose every 
other day. When 64 drops were reached the recovery was complete. 

Case IV. Man, 40 years of age, contracted syphilis four years ago. 
Chancre, eruption, mucous patches were the manifestations. About three 
months ago he noticed a gradually appearing right facial paralysis which 
within five days reached its full development. 

Upon examination I found a typical picture of Bell's palsy. A dose 
itiquiry revealed the fact that he was also suffering from persistent headache, 
mostly occurring in the evening. He also told me that he frequently had 
Attacks of vertigo and that his memory was deficient. The confession of a 
previous chancre with secondary symptoms was obtained with the greatest 
difficulty. The patient was put at first on mercurial inunctions. The fifteenth 
inunction produced a very marked salivation. At this period some improve- 
ment of the facial palsy was noticed. Sodium iodide was then substituted and 
administered in the same manner as in case III. Rapid improvement followed 
and complete recovery resulted when the dose of S2 minims was reached. No 
electricity or massage was used. 

Case V. Man, 3g years of age, had a chancre three and one-half years 
ago. EHiring the last year he has been suffering from headache and as he 
did not reveal to his physician his previous history, no an ti syphilitic treatment 
has ever been prescribed. He also grew dull mentally and was frequently laid 
off from his work. Shortly before he came under my observation, he noticed 
that his mouth was drawn to the right and three days later he was unable to 
retain fluids in his mouth; they would run out from the left corner of the 
mouth. Sixteen hours later his left eye began to water and he could not close 
it His facial paralysis then was complete. 

Mercurial inunctions were instituted. At the end of seven days improve- 
ment was distinctly noticed, but unfortunately the patient showed signs of 
intolerance to the drug. It was then substituted by sodium iodide. Ten 
minims of the saturated solution were given t.i.d. and increased every other 
day two minims until 72 were taken t.i.d. The recovery was then complete. 
No electricity or massage was administered. 

Case VI. Man of 26, contracted syphilis at the age of 22. After the 
chancre healed up, he refused to follow the anti syphilitic treatment advised by 
his physician. During four years he had periods of severe headache and in 
the last attack he developed a facial paralysis on the right side. The latter 
developed gradually. When he came under my observation and the history 
of periodical headache was given. I questioned him in reference to a specific 
infection. In spite of his denial 1 placed him on mercury in inunctions, half 
a drachm twice a day. Improvement began at the end of the fourth day, but 
this treatment had to be discontinued, as the patient salivated considerably. 
Iodides were then substituted and complete recovery was obtained when the 
patient reached 30 minims. He then confessed of having been infected. No 
electricity or massage has been employed. 
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SOME GENERAL CONSIDERATIONS CONCERNING 

SYPHILIS OF THE NERVOUS SYSTEM' 

Bv S. D. INGHAM 

Instructor in Nervous Diseases, Medico-Chirurgical College; Assistant 

Neurologist, Philadelphia General Hospital 

Philadelphia 

In considering the frequency of the occurrence of syphilis, it 
lias been estimated that the nervous system is ai^ected in about two 
per cent, of all cases of syphilis, and in from twelve to twenty per 
cent, of those cases which develop tertiary lesions. Of all oi^anic 
diseases involving the nervous system, those caused either directly 
or indirectly by syphilis form an exceedingly large percentage. A 
recent routine examination of lOO patients (excluding epileptics) in 
the nervous wards of the Philadelphia Hospital showed that 40 
had symptoms of syphilitic or parasyphilitic diseases, and most of 
these gave a more or less definite history of specific infection. While 
this percentage is probably too large to be accepted for a general 
average, on account of the class of patients treated in that hospital, 
it is valuable in showing that syphiHs of the nervous system is very 
Common. 

Syphilis in the nervous system may be manifested either in actual 
syphilitic lesions of the brain, spinal cord, or their membranes or 
the so-called parasyphilitic diseases supposed to be toxic or chemical 
in character. These latter include locomotor ataxia, general paresis. 
optic atrophy, epilepsy, etc., also, as hereditary results, infantilism, 
hydrocephalus, deficiencies in development of the brain and spinal 
cord, and less frequently, juvenile tabes and paresis. 

To consider briefly the parasyphilitic diseases in their relation 
to syphihs, it may be stated that tabes and paresis have been shown 
to have been preceded by syphilis in from 90 to 95 per cent, of all 
cases. Epilepsy developing in patients more than thirty years of age, 
is frequently found to have been preceded by syphihs, which is un- 
doubtedly an etiological factor in its occurrence. In hereditary 
syphilis, the physical and mental defects, such as the Hutchinson 
'Read before the Camden, N. J., Medical Society, September 1, 1908. 
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teeth, the saddle nose, infantilism, and varying degrees of imbecility, 
are evidences of toxic action on the nervous system. 

The active lesions of the nervous system almost always begin in 
the membranes of either the brain or the spinal cord, in the form of 
a subacute or chronic round cell infiltration with subsequent thick- 
ening of the meninges which may become the site of gummata. A 
peculiarity of this process is the frequency with which the base of 
the brain and the posterior portion of the spinal cord are involved. 
The process may extend into the substance of the brain or cord in 
varying degreees, but primary involvement of nervous tissue by 
gummata is rare. The meningeal thickenings and adhesions involve 
the roots of the cranial and spinal nerves, and the proliferation may 
extend to their sheaths with consequent destruction of fibres and 
alteration of function. Primary syphilitic peripheral neuritis, how- 
ever, is a very rare condition. Cestan, in 1900, reported three cases, 
and at the same time collected the reports of 1 1 cases from literature. 
Spiller' questions its existence, and thinks that cases of neuritis oc- 
curring in syphilitics can probably be accounted for by the mercury 
used in the treatment or by other intoxications. 

Another important element of the pathology is the change which 
takes place in the blood vessels. Here the infiltration and thickening 
of the walls produce a narrowing of the lumen and frequent throm- 
bosis and obliteration with softening in the area of distribution. The 
walls of the larger vessels become weakened from degenerative 
changes and hemorrhages occasionally occur. Thus, in brief, the 
patholog>- consists of a diffuse subacute or chronic process or afeh* 
rile inflammation with cellular deposits in the meninges, blood ves- 
sels, and nervous tissue. The meninges become thickened, adherent, 
and show a tendency to gummatous fortnation. The vessels tend 
to obliteration or rupture, and the nervous tissue to softening and 
atrophy. The cranial and spinal nerves are affected by the involve- 
ment of their roots in the meningeal process, but the peripheral 
nerves are rarely or never involved with this exception. The lesion 
may be localized' to one point but the tendency is to multiplicity. 

The symptomatology follows closely the pathological condition 
upon which it is dependent. The time of the first appearance of ner- 
vous symptoms varies from the secondary stage of the disease to 
almost any period during the life of the patient. Boidin and Weill* 
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reported a case in which the chronolc^y was as follows; Chancre, 
the middle of June; headache, July 15th; meningitis, August 5th; 
secondary eruption, August 12th; recovery from the meningitis, 
August 17th. Lumbar puncture in this case showed an almost pure 
lymphocytosis, Cerebro- spinal symptoms are quite common during 
the first year, and probably most of the cases develop during the 
first five or six years after infection, becoming less frequent later, 
and cases of serious tertiary lesions have been reported occurring 
twenty or more years after the primary infection. 

For convenience in the clinical consideration, syphilis of the 
nervous system may be divided into cerebral, spinal, and cerebro- 
spinal forms. 

The symptoms of cerebral syphilis may be divided into general 
and focal symptoms. Among the most important of the general 
symptoms is lieadache, which is often early, violent and constant, 
preventing sleep and not yielding to the common analgesics. Such 
a headache may last for weeks and stop suddenly with the onset of a 
hemiplegia. This symptom is often controllable by mercurial treat- 
ment and, if instituted in time, it is conceivable that an impendit^ 
vascular accident might be avoided. The mental condition generally 
shows some alteration, and changes in disposition, apathy, and espe- 
cially a certain amount of dementia is very common. Attacks of 
vertigo, vomiting, unconsciousness, apoplectiform and epileptiform 
attacks not infrequently occur. 

The focal symptoms depend entirely upon irritation or destruc- 
tion of tissue in those portions of the brain of which we know the 
localization. Thus we may have symptoms of a tumor in almost 
any part of the brain, or more frequently, those of a chronic basal 
meningitis with the involvement of one or more of the cranial nerves. 
Ocular palsies are particularly common, and transitory squints and 
ptoses are among the most valuable signs of cerebral syphilis. The 
pupillary changes are also very important, the inequality in size, 
irregularity of outline, and the slu^ishness or absence of reactions 
being cardinal syTnptoms. Affections of other cranial nerves are less 
frequent. 

All the symptoms of cerebral syphilis are very variable, appear- 
ing, disappearing and reappearing again, often in a more severe and 
permanent form. This variability is explained by the rapidity of 



,y Google 



Ingham : Syphilis of the Nervous System 383 

the proliferation of new tissue and its subsequent absorption, causing 
variations in pressure greater than that in any other disease. 

Tlie symptoms due to vascular changes are very important and 
among them can be classed nearly all cases of hemiplegia in patients 
without cardiac lesions under forty years of age. Slight apoplectic 
attacks recurring at intervals and leaving transient palsies, pares- 
thesias, etc, frequently precede permanent paralysis. Fatal hemor- 
rhages sometimes occur from the arteries of the base. 

Symptoms of spinal syphilis can be accounted for in the same 
manner as are those of the cerebral disease, — meningeal irritation, 
causing pain in the back ; and, because of the earlier and more severe 
involvement of the posterior part of the cord, symptoms referable to 
the posterior or sensory spinal roots. These are at first irritative 
in character and include girdle sensations, radiating neuralgic pains, 
paresthesias and hyperesthesias in the areas of their distribution. 
When the anterior roots are involved, weakness develops in the 
muscles supplied by them. As the process extends into the cord we 
may get any or all of the symptoms of an acute, subacute or chronic 
myelitis, from a slight disturbance of the bladder or rectal sphincters, 
to a complete paraplegia or even diplegia. In syphilitic myelitis, the 
reflexes are often diminished or absent in the early stages, and be- 
come spastic later. The principal characteristics of spinal syphilis 
are the variability and the instability of the symptoms and the asso- 
ciation of meningeal, root, and spinal lesions in the same case. 

The cerebro-spinal type is simply a combination of the other two 
forms, and although either clinical picture may appear alone, the 
association of brain and cord symptoms is common, usually with one 
or the other predominating. 

The prognosis of syphilis of the nervous system in general is 
better than that of any other organic disease of equal severity, and 
a few of the cases recover almost entirely under specific treatment if 
it is instituted early. Improvement can generally be looked for in a 
majority of the cases although a few progress steadily to a fatal ter- 
mination in spite of the most active treatment, and relapses are very 
frequent and should always be watched for. The prognosis of the 
parasyphilitic diseases is uniformly bad as to permanent improve- 
ment, though remissions for varying periods of time are not infre- 
quent in tabes and paresis. 
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As regards the influence of mercurial treatment of syphilis on 
the later occurrence of parasyphilis, there is no evidence that it has 
any preventive action, or that the clinical picture or time of onset are 
in any way modified. 

In the treatment of syphilis of the nervous system, an important 
point is prophylaxis. In those affected with syphilis, exposures to 
the extremes of heat or cold, alcoholic or venereal excesses, trauma, 
physical or mental overexertion, etc., in fact anything which reduces 
the vitality seem to precipitate, at times, an involvement of the ner- 
vous system. The curative treatment does not differ from that of 
syphilis in general, but emphasis may be laid upon the importance 
of its early and vigorous administration, that those cases which are 
favorably influenced by treatment may receive its benefit before seri- 
ous destruction of tissue has taken place. 

The recent work on the serum diagnosis of syphilis is of con- 
siderable interest, and the Wassermann reaction, or deviation of com- 
plement, is undoubtedly of great vahie in the diagnosis of syphilis 
and parasyphilitic diseases. Butler,' in reporting his results of tests 
on 125 cases, reviews the literature in which tests on about 1,250 
cases are recorded, and some of his conclusions are as follows: The 
reaction is positive in from 90 to 95 per cent, of all cases with syphil- 
itic manifestations; in from 70 to 80 per cent, of parasyphilitic dis- 
eases ; and in 50 to 60 per cent, of latent cases. The reaction may be 
prevented by antisyphilitic treatment. A positive reaction indicates 
syphilis, but a negative reaction does not have an equal negative 
value. "It is diagnostic of systemic infection whether acquired or 
inherited, and not an organ diagnostic measure." The complexity 
and delicacy of the technic, however, as it is developed up to the 
present time, render this test difficult of wide application. 
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THE DIFFERENTIAL DIAGNOSIS OF FUNCTIONAL 
FROM ORGANIC PALSIES: HEMIPLEGIA, PAR- 
ALYSIS AGITANS, OCCUPATION AND 

HABIT CRAMPS AND SPASMS : 

By TOM A. WILLIAMS 
Washington, D. C, 

Nothing in the practice of medicine is more important than the 
ability to distinguish palsy purely functional, whether psychic or not, 
from that due to destruction of nerve tissue; for the appropriate 
treatment of the former variety will obviate the years of disability 
and suffering which so many unfortunates have undergone through 
want of diagnostic knowledge on the part of the physicians they have 
consulted. 

At the Congress of Lille,' I endeavored to show how often 
and in what manner, diseases were, if not produced, at least perpet- 
uated by ill-directed statements on the part of medical advisers. I 
showed how a motor disability induced temporarily by a shock, 
fright, or even by physical trauma or evanescent disease, was often 
fixed in the patient's mind by an exaggeration of its gravity, the 
patient's preoccupation with his state being fortified by the doctor's 
tactless suggestion. 

But it is an equally serious fault to minimize the gravity of a 
lesion to cheer up a patient, and to appeal to his willpower when 
he is functionally disabled on account of organic destruction of tissue. 
or even temporary paralysis of nerve centres or interruption of nerve 
paths by edemn. infection or intoxication. Hence, the supreme 
importance of correct diagnosis of the cause of paralysis. 

A good illustration of these points was afforded by a case recently seen 
with a physician of Washington. It was that of a young married woman 
who some years before had undergone ablation of the appendages at the 
hands of a gynecologist of international fame, who was stated to have been 
treating her also for syphilis, on account of a right hemiplegia and aphasia. 
The symptoms had ceded In about six months, and had not recurred until 
a few days before I saw the patient. I found her lying in bed totally unable 
to move the arm or leg, which were, however, flaccid and aneslhetic. She 
suffered no pain, there was no hemianopsia, ataxia, nor trembling. I could, 
therefore, exclude a lesion near the thalamus, which never causes complete 
powerlessness and is always accompanied by some of the foregoing symp- 
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toms. The anesthesia at least was probably therefore hysterical, but organic 
disability is very frequently augmented by additions arising from suggestion 
of further disability by the mind of the patient or others. 

Though the patient expressed inability to sit up, she did so when urged, 
ostensibly lo test the patellar reflexes. The muscles of the abdomen and 
pelvic girdle were then seen also to contract co-ordinately along with their 
contra-laterals, though quite unable to perform ordered movements alone. 
This never occurs in complete palsy by organic interruption of nerve paths; 
and was, therefore, a positive sign of hysterical palsy. 

There was no means of testing the peculiar (repidating and clasping grasp 
of the truly palsied hand of hemiplegia, nor the "marche en fauche," as the 
patient could neither grasp nor walk. 

Babinski's combined flexion of the thigh and trunk could not be elicited, 
as the patient professed inability to raise herself in the regular way. 

I was not then acquainted with the modification of this sign for 
which we have to thank Hoover.* This consists in the pressure 
exerted by the heel of the sound limb upon the floor or bed when 
the patient tries to lift the opposite leg or to sit up. A normal person 
synergically presses both heels against the floor when trying to get 
up from the recumbent position. In a true hemiplegic, full pressure 
is exerted only by the sound limb, the pressure of the paralyzed limb 
being diminished proportionally to the defect of the motor neurones, 
however hard the patient is Irying to rise, or to lift the opposite leg 
as the case may be ; a simulator or hysteric on the other hand cannot 
lift the sound leg without exerting synergic pressure with the heel 
of the paralyzed leg; and when he is asked to lift the paralyzed leg 
his feigned attempt is unaccompanied by synergic downward pres- 
sure of the contra-lateral limb, this proving that no real attempt 
is being made to lift the leg. 

A further ■ modification of this sign has been described by 
Zenner.' This consists in estimating the downward pressure of 
the thigh instead of that of the heel as employed by Hoover. The 
writer has tested each of these signs, and finds them both of easy 
application, and does not feel the difficulty in appreciating the pres- 
sure of the heel which Zenner has experienced in employing Hoover's 
test. 

The uninitiated might have been thrown off his guard by the 
certain history of hemiplegia treated as organic by so eminent a man. 
I addressed myself, however, to the objective signs. I found no 
exaggeration of the tendon jerks of the patella, achilles, triceps. 
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masseter or radialis, no diminution of the homolateral abdominal 
reflex, no extension of the great toe on stroking of the sole. Both 
platysmje contracted normally on forcible depression of the chin. 
There was no hypotonia, and lastly the palsied arm and leg when 
suddenly let go after being supported or gradually lifted showed 
distinct contraction of antagonist muscles and there was no synergic 
contralateral contraction upon forced efforts. There was no implica- 
tion of facial or ocular movements and no dysarthria. A paralysis 
flaccid and absolute, an anesthesia complete and ceasing abruptly at 
the mid-line comprised the whole syndrome. These characters were 
sufBcient to exclude organic hemiplegia in the present attack, and 
moreover made it highly probable tliat the former attack was incor- 
rectly diagnosed ; for it is certain that a relapse of cerebral hemiplegia 
of vascular origin would have been certainly accompanied by distinc- 
tive objective signs, especially that of Babinski, which was not the 
case with this patient. 

Were another argument needed, the immediate success of my 
treatment furnished it ; for I told the patient that her hemiplegia was 
certainly not organic; that it was curable by the education of the 
movements which I showed her how to make, at first passively ; and 
that on my return visit I expected her to shake hands. The co-operation 
of the husband, a medical man, was enlisted by explaining the 
mechanism of the affection in due course. At my next visit, several 
(lays later, the patient shook hands with me, and walked across the 
room, as she had been doing for several days. The slight remaining 
weakness I assured her would disappear in a few days. 

The help derived from the character of a facial palsy was not 
afforded in this case. As should be well known by now, hysterics 
sometimes simulate facial palsy, as well as ptosis with or without 
orbicular spasm or contracture. In them, however, there is always 
synergic response of the palsied side when the well one contracts ; 
for it is not possible to contract the muscles of involuntary expression 
homolaterally without long practice. The fact that the frontalis or 
orbicularis are spared does not, however, negative a lesion ; for these 
are innervated by a separate portion of the facial nucleus (Page 
May* and Marinesco') in the medulla, and have also a separate 
cortical centre: accordingly they may escape palsy derived either 
from the high or lower neurone, as well as in hysteria. 
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Organic ptosis must therefore be diagnosed by distinguishing 
the positive signs, such as the constant contraction of the corre- 
sponding corrugator supercilii to compensate, the loss of the levator 
palpebrse; though even this may be simulated by a forcible con- 
traction of the orbicularis at the same lime, which will give rise to 
a clinical picture resembling true blephero-spasm with or without 
palsy. It is distinguished by the twittering and explosive volleying 
of the true spasm, while the hysterical is like a. voluntary contraction, 
and does not so invariably begin in the orbicularis. A true palsy of 
the orbicularis is revealed by the sign of Cestan and Dupuy du 
Temps,* which consists of the raising of the eyelid when the 
patient attempts to close the eyes while looking down. The palsied 
eyelid will perceptibly ascend before the eye closes (Charpentier)'. 

The ptosis caused by the extreme fatiguability one finds in 
myasthenia gravis must be confused neither with this defect nor with 
hysteria. 

It is sometimes hard to decide that atrophy of muscle is present j 
for on the one hand, fat may mask wasted muscle, and on the other, 
general emaciation may make one suppose that the muscles are absent 
when that is not the case. I need not here enlarge upon the electro- 
diagnostic criteria of lower motor neurone palsy. They are infallible 
when used by one knowing the pitfalls of electrical resistance. 

It cannot be too widely known that a mere interruption of the 
pyramidal tract by edema, anemia or perhaps even toxin may give 
rise to a temporary Babinski sign, which will disappear with its cause. 
Therefore one should not prognose in a case where such a possibility 
is not excluded. It is not uncommon that dyscrasic states, such as 
diabetes and uremia, injure predominantly only one side of the ner- 
vous system. Even the causal factor of polineuntis may act only 
unilaterally, as shown by the striking case of ascending paralysis 
cited by Camp,' and found post mortem to be solely a unilateral 
peripheral neuritis without implication either of cord or brain. Nor 
must its unilateral commencement allow the spasticity of paralysis 
agitans to be confounded with that of frank pyramidal disease. Here 
a slight weakness of the achilles jerk sometimes occurs, as Risien 
Russell* points out. Hysteria, however, cannot be excluded in 
some Parkinsonian cases; for even the trembling is much influenced 
by the will, and the spasticity becomes relaxed as the limb is used. 
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A test I have often used is to suddenly clutch and raise the arm or 
leg while the patient is engrossed : flaccidity excludes paralysis 
agitans, and renders probable a diagnosis of psychic affection. 
The therapeutic test may then clinch the diagnosis. This test is of 
course not applicable to permanent hysterical contracture, but the 
general characters of these contractures are not likely to be con- 
founded with the spasticity of paralysis agitans. 

Any tremor in the aged accompanied by spasticity is by no means 
Parkinson's ; for the so-called essential or hereditary trembling may 
not ensue until late in life. For diagnosis of these, we must depend 
upon their character; for these essential tremors approximate to 
those found in toxic conditions, i.e., are finer and less regular than 
that of paralysis agitans. 

A special kind of incapacity for movement is that found in occu- 
pation cramp. Here the muscles can quite easily perform any move- 
ment called for, except the particular ones required by a specific act. 
It is not difficult to see from this very definition that its pathogenesis 
is psychic. It is indeed in mechanism a tic, only differing from one 
in being excited by a particular specific stimulus, viz., the desired 
automatic act ; whereas a tic, in the strict sense, is excited by all and 
sundry stimulus, indeed independently of any. 

It is thus a great error of practice to treat scrivener's palsy by 
local applications, massage, electricity, or strengthening exercises. 

The muscle "cramp" is caused by the idea of the need to write, 
and is relieved at once by the replacement of that idea by another, 
such as the idea to perform some other act even by the same muscles ; 
as for instance in the case of the girl who could not write with a 
pen but could do so quite well with a pencil."* Is it not puerile 
to suppose that incapacity due to a weak muscle could extend to a 
pen without doing so to a pencil? 

The whole matter of the tics cannot be entered into here save 
to mention one form, torticollis. This is a palsy in the sense that 
the head cannot be voluntarily straiglitened whether contracted con- 
stantly (tonic) or intermittently (clonic). The agonists of the 
desired act are overcome by their antagonists. Functionally speak- 
ing the muscles are rarely groupable in terms of a particular per- 
ipheral nerve, but are always so in terms of physiological acts. They 
therefore correspond to cortical, not neural groupings. The author 
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has recently considered the diagnosis between tic and true spasm, 
and has placed the differential points in the form of a table." 
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In 1907 I made a careful study of twenty-eight cases of ectopic 
gestation which a short time before had been admitted to Lebanon 
Hospital, in all of which the diagnosis was proved to be correct on 
the operating table. I operated upon twenty-seven of these, and a 
friend of mine on one in another hospital. The last patient having 
entered the hospital where the diagnosis of extra-uterine pregnancy 
was made, but as her condition rapidly improved she refused opera- ^ 
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tion and went home. A few days later another hemorrhage took 
place; she was taken to a sister institution and operated upon. 

A large number of these patients were brought in the ambulance ; 
in a number of instances with the diagnosis of incomplete abortion, 
and in seVeral cases they had been curetted. This diagnosis was 
frequently made by careful men with large experience. 

In going over the cases I was impressed with the fact, as I 
have been before and since, that it is the exception to find a case 
presenting classical symptoms of ectopic pregnancy, and that in order 
to make an exact diagnosis it is necessary to take most carefully into 
consideration all of the symptoms that are presented by a patient 
who is suffering from a derangement of the menstrual flow, espe- 
cially if it is associated with pain in the pelvis. 

In my experience the condition most frequently confounded with 
extra-uterine pregnancy is early abortion. 

In both conditions we usually have a temporary cessation of 
the menstrual flow followed by pain that is referred to the uterus 
associated by more or less hemorrhage. This flow may cease en- 
tirely or continue with greater or less severity. In both conditions, 
if allowed to go on, there is a rise in temperature. It usually differs 
in the two and for this reason a most careful record should be kept. 
In both there is an increase in the size of the uterus which may 
or may not be associated with a tender tumor in one or both tubes. 
I have seen a number of cases of extra-uterine pregnancy where 
the tumor at the side of the uterus was not tender ; of course this 
is the exception, but this is a disease associated with many exceptions. 
With both of these maladies there are the mammary changes and 
digestive disturbances of early pregnancy. 

In one instance I was called upon to treat a woman who had 
had a number of abortions on previous occasions, and who considered 
herself quite an expert in their production. When her menses were 
a few days overdue she passed a catheter into the uterus, a slight 
hemorrhage took place; but things did not go on as formerly and I 
was called in and made a diagnosis of ectopic gestation which was 
proved to be correct by celiotomy. It is needless to state that the 
elements in this case required the most careful analysis before a 
correct diagnosis could be made. 

Let us now consider in detail the common cardinal symptoms 
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of these grave maladies and see, if in most instances at least, a 
proximate diagnosis cannot be made, for the treatment, and fre- 
quently the patient's life, depends upon it. I am thoroughly con- 
vinced that many a woman has been allowed to die from extra- 
uterine gestation because of the incorrect diagnosis of "s'epsis fol- 
lowing abortion." 

Cessation of the menstrual flow or a marked diminution in the 
amount, from one to four weeks, is usually noted. In rare instances 
no change has taken place and the woman has no idea that she is 
pregnant. I had a case where a woman did not menstruate between 
the birth of a child and the rupture of an extra-uterine pregnancy. 
In a large majority of cases the woman believes herself pregnant. 

In extra-uterine gestation the pain is usually of very sudden 
advent, cranip-Iike in character and associated with marked pallor 
and faintness. Not infrequently there is syncope. These symptoms, 
especially the pallor and faintness are of most important diagnostic 
value, but frequently receive little attention. The patient begins to 
flow, usually moderate in amount, although I have seen cases where 
it was necessary to tampon the uterine cavity with gauze to stop a 
most severe hemorrhage. A few shreds and at times large pieces 
of decidual membrane with clots are expelled and the patient or 
possibly her medical attendant thinks an abortion has taken place. 
The flow diminishes in a few days, but rarely ceases entirely. This 
is an important symptom and is of great significance when associated 
with marked pallor and a weak pulse. At the end of a week or two 
the patient has another attack similar to the first, but usually more 
severe. Now the temperature is slightly elevated as a rule not above 
ioi° F. and the abdomen is slightly distended. The hemoglobin 
will be between 30 per cent, and 70 per cent. As a rule there is no 
polynuclear leucocytosis. These two last signs are of diagnostic 
significance. 

The symptoms heretofore mentioned are due to successive rup- 
tures or, more strictly speaking, partial ruptures or tubal abortion 
with the escape of blood, which may be small or large in amount. 
The marked pallor and thready pulse is at first due to shock caused 
by the sudden escape of blood and possibly the products of concep- 
tion into the peritoneal cavity, and not necessarily to the amount of 
blood that has escaped from the ruptured vessels. I have seen cases 
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of marked collapse with extreme pallor and a very weak pulse, 
where, when the peritoneal cavity was opened, it was found that an 
insignificant amount of blood had escaped. 

In abortion, the onset of the pain is not so sudden or anything 
like so severe as in extra-uterine pregnancy. There is seldom, if 
ever, any blanching of the face, but it usually has more color than 
normally until after there has been a severe loss of blood. If a 
careful search is made an embryo may be found in ihe clots expelled 
from the vagina and if this is not the case a microscopical examina- 
tion, (which is frequently not practical and in every instance takes 
a good deal of time) will show chorionic villi in abortion and decid- 
ual membrane in extra- uterine pregnancy. 

Uterine hemorrhage is usually much more severe in abortion, 
but diminishes very markedly on complete expulsion of the products 
of conception and ceases entirely in a few days. Unless the hemor- 
rhage has been very profuse the pulse is regular, full and strong 
in character, and when the hemorrhage has been severe it usually 
regains its good character very soon afier the flow has ceased. 

By vaginal examination in both conditions we find a large 
uterus with an open cervix from which blood is escaping. It is 
usually more open in abortion than in extra-uterine pregnancy. In 
ectopic gestation there is generally a very sensitive tumor in one of 
the tubes, in rare instances in both. I have seen several cases where 
there was no tenderness on vaginal examination. This tumor is 
frequently fairly movable and as a rule from one to two inches in 
diameter with one axis at least twice as long as the other. It is 
usually associated with a full boggy feeling in Douglas's pouch, 
which is due to free blood in the peritoneal cavity. This feeling is 
easy to describe but is many times very difficult to detect. There 
is a class of cases, and it is not rare, where a large amount 
of blood has escaped and been held by adhesions with absorption 
of the fluid portion and a large hard clot had been left behind. This 
may be located at either side or behind the uterus and not infre- 
quently extends into the abdominal cavity. 

In making the diagnosis of extra-uterine pregnancy most 
■ writers state that as a rule quite a time has elapsed since the last 
pregnancy. My experience does not bear this out. In the fifteen 
cases which are before me the last pregnancy antedated the ectopic 
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gestation, viz., 2 years; 2 years; 3 years; 7 years; 6 months; i year; 
9 months; 2 years; unknown; 7 months; 18 months; 2 cases no 
previous pregnancies; 6 months; 11 months. These records are 
similar to many others which I have. The interval is scarcely as 
long as the average during the child-bearing period. 

If the interior of the uterus is explored and found to be empty 
and especially if it is curetted and hemorrhage continues, the proba- 
bility is that we have an extra-uterine pregnancy to deal with. 

If the cul-de-sac of Douglas is opened, blood will escape in 
ectopic gestation and not in abortion. This procedure is rarely, 
if ever, resorted to to make a difTerential diagnosis between these 
two maladies. 



RECAPITULATION 



EXTRA-UTERINE PREGNANCY 

r. Advent is sudden. 

2. Pain is severe very early, 

3. Blanching of the face early, 

4. Pulse very feeble and rapid 

early. 

5. Hemorrhage usually not se- 

vere but persists, even 
after the uterus has been 
thoroughly emptied. 

6. At first there is no elevation 

of temperature, and later 
it is rarely above lOi*' F. 

7. At one side of the uterus 

there is usually a very 
tender tumor, which is, as 
a rule, movable. 

8. Boggy feeling behind the 

uterus, 
g. Usually the cervix is very 
slightly open. 



EARLY ABORTION 

Rarely sudden. 

Not severe early. 

Blanching of the face late, if 

ever. 
Pulse strong and full until late. 

Hemorrhage usually severe early 
and markedly diminishes after 
the uterus is emptied and 
ceases entirely in a few days. 

Frequently, especially if there is 
sepsis, the temperature is very 
much elevated. 

There is no tumor unless there 
is infection, and then it is 
rarely movable. 

Not present. 

It is open especially if part of the 
products of conception are 
still in the uterus. 



oy Google 



Waldo: Extba-Utehine Pregnancy and Eably Abortion 395 

10. Shreds, decidual membrane An embryo may be found, if 

and blood only escape. not, the microscope will show 
chorionic villi. 

It. Late there will be marked No marked diminution of hemo- 

diminution of the hemo- globin. 

globin (30 per cent, to 70 

per cent). 

12. Rarely if ever polynuclear Frequently present, especially if 

leucocytosis. there is infection. 

13. If the cul-de-sac of Douglas No blood will escape. 

is opened blood will es- 
cape with possibly an em- 
bryo. 
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A PATHOGNOMONIC SYMPTOM (OR SIGN) OF APPEN- 
DICITIS NOT HITHERTO DESCRIBED— A QUESTION 
OF PRIORITY 

To the Editor of the Archives of Diagnosis: 

In the July (1908) issue of the Archives of Diagnosis, I note 
that Dr. H. lUoway, of New York, announces a "Pathognomonic 
Symptom of Appendicitis Not Httherto Described," The doctor is 
laboring under a mistake. He will find his views are completely an- 
ticipated by my article in the Annals of Surgery, 1896, in an article 
entitled "What Causes the Pain in Certain Cases of Chronic Appen- 
dicitis?" I have also described this "sign" dozens of times during 
the past twelve years. See Annals of Surgery, April, 1901. 

If the doctor will review the literature for a dozen years he will 
find the idea he revives repeated by me in works on the "Appendix," 
as in Kelly, Deaver, and Morris. If what I have advocated since 
1894 be true, that trauma of the psoas muscle produces perityphlitis 
(appendicitis), is it not evident that trauma of the psoas, activity 
of the psoas would cause pain if an inflamed appendix rested on it ? 
See Dr. Burkholder's letter to the New York Medical Journal on 
"Byron Robinson's Theory of Appendicitis," July, 1907. 

Dr. Illoway may find in the literature that I originated similar 
views in regard to the left psoas producing mesosigmoiditis for the 
past dozen years, see Medical Standard, 1907, also Medical Standard 
for September, 1908. For ample views on psoas trauma compromis- 
ing viscera, see "Byron Robinson's Abdominal and Pelvic Brain," 
1906. 

Chicago, 1908. 

Byron Robinson. 

New Yokk, September 21, 1908. 

Dear Dr. Rorinson : Whilst at Sharon Springs (where I spent 
my vacation taking the baths) I received, on August 31st, from Dr, 
Heinridi Stem, editor of the Archives of Diagnosis, a copy 
of your letter adddressed to him with a note asking if I would reply 
thereto. 

On September ist, I replied to him as follows: 

"My dear Doctor Stern: Your favor of August 30th, with 
copy of letter of Dr. B. Robinson, duly to hand. 

"If you write to Dr. Robinson, kindly say for me that as soon 
as I return from my vacation I will look into this matter and reply 
to him myself. 

"Up to the present his (R.'s) writings, except as to his book on 
the Peritoneum, were not known to me, as I do not take the Annals 
of Surgery, and I found nothing like what I have described in the 
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article published in your valuable journal in any of the works on 
appendicitis or treatises on medicine consulted by me in the prepara- 
tion o£ my article on the "Prophylaxis of Appendicitis" (N. Y. 
Medical Journal, Feb, 21, 1903), nor in Kiliani's "Surgical 
Diagnosis," which I consulted some time later, nor have I come 
across it in any of the medical journals that I lake. 

"Truly yours, 

"Dr. H, Illoway." 

Returned from my vacation, I have made it my business to look 
up at once the references given in your letter referred to above. 
1 have read the article in the Annals of Surgery, 1896, have noted 
what you say as to the pain produced by the action of the psoas 
muscle, etc., and I acknowledge the great value of the work done by 
you as there described. 

I have also looked up Kelly, Morris, and Deaver, and nowhere 
do I hnd any mention of a pathognomonic sign of appendicitis, avail- 
able for diagnostic purposes and brought out by a certain method of 
examination, as set forth and described by me in the Archives of 
Diagnosis. 

You certainly do not in the article referred to, and Kelly (who 
refers to you frequently on other points) makes no mention in his 
chapters on Diagnosis of any such sign or symptom, as I have de- 
scribed, 

I do not claim that I have discovered the cause of the pain: 
all that I claim is a sign or symptom that I regard as pathognomonic 
of appendicitis, that can be brought out by a certain method of exam- 
ination — and of that I can truly say, it has hitherto not been de- 
scribed. 

I am certain that if you will read my article dispassionately, 
you will find — and I am sure that you will so acknowledge — that I 
did not trench upon your grounds. 

Had I known of your work at the time — and I certainly regret 
that I did not — I should have referred to it as the strongest proof for 
the correctness of my observation, and in a further paper, of which 
this in the Archives is merely a part, I shall so refer to your article 
as the laboratory demonstration for the correctness of my observa- 
tions. 

I am, 

Very truly yours, 

Dr. H. Illoway, 
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General ^tttospttti 

NEW METHODS FOR THE CLINICAL DETERMINATION 
OF PULSE-QUALITIES (A DIGEST OF THE IMPOR- 
TANT LITERATURE OF 1906 AND 1907). 

By WILHELM MUELLER 
NEW YORK 
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P- 41O 

Many modem clinicians have advanced new methods and have 
brought forth new apparatus for the recognition and determination 
of cardio-vascular disease. While the older physicians were satisfied 
with a general diagnosis and estimate of the affection, the latter-day 
clinicians strive to recognize the exact pathological state by means 
of instruments of precision and refined methods of examination. The 
following brief review of the exact methods for the determination of 
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the affections of the circulatory organs devised during the past two 
years may be of decided value to the practitioner. 

According to Fcllner the two pulse -qualities besides rhythm and 
frequency which have to be taken into consideration are (o) the 
tension, and ((7) the volume. The pulse tension, which has been 
studied by means of sphygmo manometry for a number of years, is 
regarded as the more important quality, while, according to the au- 
thor, the determination of the pulse-volume has been relegated to the 
rear to a certain degree. Even in recent clinical reports such state- 
ments are met with, as the pulse is good in spite of low bloodpres- 
sure, or it is weak in spite of high tension. The author has en- 
deavored to determine the pulse-volume, and he has arrived at simi- 
lar results as Strasburger and SaVili before him. He made his 
observations by the synchronous examination of the diastolic and 
systolic pressure. The systolic pressure corresponds to the height, 
and the diastolic tension to the initial stage of the pulse-wave; the 
difference between them is the real pulse-volume. The author con- 
firms the observations of Marey {la circulation du sang, Paris, 1881) 
that tension and volume of the pulse are two different qualities. As 
a rule, a pulse even of high tension has a small volume, and vice 
versa, one of low tension has a considerable size. The tension 
expresses the constant factor of the blood pressure, the level from 
which each pulse-wave ascends ; the pulse-volume expresses the 
tluctuation of the bloodp res sure, that is, the fluctuation during the 
cardiac pulsation. It is difficult to determine the fulness of the 
arteries or their systolic blood increase according to the volume of 
the pulse or the pulsatory fluctuations. Taking into consideration 
the fact that we have in the circulatory system a continuous current 
with rhythmically interrupted increase (Zufluss), the pulsepressure 
depends upon the relation of increase and decrease (Abfluss). The 
flame-tachograph of von Kries enables us to confirm the fact that the 
velocity of the blood current (recognized by the increase and de- 
crease of the size of the flame) changes with the bloodpressure. 
Fellner believes that only the amount of blood traversing the arterial 
branch on which the examination is made can be determined by the 
arterial pressure curve, and not the entire amount of blood expelled 
by the left ventricle in systole. Alterations in the lumen of the 
arteries, especially at the place of branching from the aorta, are of 
marked influence upon the amount of bloodpressure. In aneurysm, 
for instance, the bloodpressure may be diminished considerably but 
the current velocity may be maintained. 

The elasticity of the blood vessels is of great significance ; it 
varies in old and young, in heahhy and diseased individuals, and even 
in the same person in different vascular regions. The examination 
of the pressure in a single branch of the arterial system does not. 
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therefore, justify general conclusions concerning the bloodpressure. 
In the rigid vessel, cardiac energy demonstrates itself in the form 
of current acceleration lasting but during the systolic period. In the 
elastic vessel, on the other hand, a portion of the cardiac energy is 
utilized for the dilatation of the vascular system during systole. 
This fact explains the influence which the elasticity of the vessels 
exerts upon the relation of pulsepressure and current rapidity. 
Arteriosclerotic changes may vary in degree in the various arterial 
regions, and, as has been shown by Dunin, the pulsepressure may 
differ in the same individual in the various parts of the organism, 
being dependent upon the degree of rigidity of the different branch- 
vessels and the resistancy resulting therefrom. 

Fellner advances the following conclusions : Pulsepressure de- 
terminations permit the recognition of the causes of renal insufS- 
ciency, of the types of circulatory disturbance, of the improvement 
or aggravation of the pathological process, of the influence of the 
treatment. The determination of pulsepressure permits certain 
conclusions concerning the relative current rapidity, 

Strasburger, who has employed the sphygmomanometer of 
Riva-Rocci with the improvements of von Recklinghausen, has ob- 
served that this instrument indicates the maximum pressure, and 
that the diastolic pressure corresponds to the minimum pressure. 
Strasburger maintains that palpation of pulsepressure gives more 
exact results in venous hyperemia than does sphygmomanometry, 
which latter may be productive of many wrong interpretations. 
Masing observed that muscular activity causes an increase of the 
maximum as well as the minimum bloodpressure, and that the mini- 
mum pressure is least influenced by muscular exertion. 

Hoffmami has published an excellent article on cardiac 
arrhythmia and the graphic methods of its demonstration. He has 
demonstrated that nearly all the types of cardiac arrhrthmia may 
arise on an organic as well as on a functional basis, and that the 
important question whether in a given case the faulty activity of the 
heart is due to an organic or functional disease, cannot be answered 
by the analytical method alone. Deneke and others have described 
a snecial form of cardiac arrhythmia which results from the dis- 
turbed irritation transmittance (Reizleitung) from the auricle 
to the ventricle. The synchronous registration of the venous and 
arterial pulse and of the apex beat enables us now to definitely dis- 
cern such disturbances. It is true, however, that the analysis of the 
venous pulse as far as the significance of the various waves is con- 
cerned, is in more than one respect quite uncertain. The venous 
pulse only indicates the activity of the right auricle, the arterial pulse 
and the apex beat only that of the left ventricle, while the activitv 
of the right ventricle and of the left auricle has not been definitely 
determined as yet. . 
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Rautenberg has made use of Minkowski's method in determin- 
ing the pulsation of the left auricle. This method, which is based 
upon the introduction of a balloon into the esophagus, is somewhat 
cumbersome, but appears to yield quite trustworthy results. Rauten- 
berg has also graphically demonstrated the pulsations which are 
visible on the chestwall, and which may show well-marked curves of 
auricular contractions, especially in young individuals. 

Returning to our subject of sphygmo manometry, which, to be sure, 
stands in close relationship to sphygmography and cardiography, we 
find that since Masing has pointed out the importance of the deter- 
mination of the diastolic pressure in addition to that of the systolic 
pressure, that many clinicians have discarded the simple systolic pres- 
sure determinations, as devised by von Basch, Gartner, Riva-Rocci, 
and others. The oscillatory bloodpressure determination as exe- 
cuted by the apparatus of von Recklinghausen renders it easy to 
determine the height of the diastolic as well as of the systolic blood- 
pressure, and gives quite accurate results. When employing the 
instrument of von Recklinghausen, the diastolic pressure may be 
recognized by the marked oscillations of the manometer while the 
systolic pressure is determined by the disappearing pulse under the 
palpating finger and the less-marked oscillations. It is the concensus 
of opinion that in chronic interstitial nephritis there is nearly always 
a constant increase of systolic and diastolic bloodpressure. Transi- 
tory augmentation of bloodpressure occur.s frequently on a nervous 
basis. In arteriosclerosis temporarily or permanently increased 
bloodpressure is often encountered without the presence of a renal 
disease. 

The difference between systolic and diastolic bloodpressure, 
pronounced in centimeters of water, is the pulse-amplitude. The 
latter multiplied with the pulse frequency in the minute is the product 
of the amplitude-frequency. The second volume of the heart, cal- 
culated from the product of the amplitude-frequency, according to 
Hoepfner, gives us a good insight into the heart's action if vasomotor 
influences do not supervene as "disturbing factors during the examina- 
tion. 

A new method for the examination of the circulatory organs is 
the one advanced by Einthoven by means of the string-galvanometer 
(Saitengalvanometer). Einthoven and Cremer have demonstrated 
that the cardiac function may be represented by the electrocardio- 
gram, which, normallv, shows a typical number of waves. Kraus 
and Nikolai have tried to employ this method for clinical purposes. 
They found that the form of the curve of the electrocardiogram 
undergoes alterations in diseases of the myocardium, and they as- 
sert, that specific alterations of the form of the curve point to specific 
disturbances of the heart. • 
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THE CLINICAL SIGNIFICANCE OF SUBNORMAL TEM- 
PERATURE (A BRIEF RESUME OF THE LITERA- 
TURE FROM 1903 TO 1908) 

By L. BERTRAM SACHS 
New York 
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Although considerable attention has during the last few years 
been paid to the subject of pyrexia, the study of subnormal tempera- 
tures has "been neglected and as a rule our attention is only called 
to this subject when a low temperature of the record-breaking 
variety has been observed. The source of the body-heat is the oxida- 
tion of food, and the nervous system balances heat-production against 
heat-loss through the regulation of the vaso-motor system. In other 
words, the temperature of the body is the temperature of the blood. 
In general, mouth-temperatures are not as reliable as rectal tempera- 
tures. Laidlaw states that the rapid breathing of cold air, even 
though it occurs through the nasal passages, will lower the ther- 
mometer reading, and so in all cases in which dyspnea is a promi- 
nent symptom, mouth -temperatures are to be regarded with suspicion. 
Normally, the temperature ranges from97.2deg. F. between the hours 
of two and six a.m. to 99.5 deg. F. between four and eight p.m., and 
only when the temperature remains for some time at 97 deg. F. can it 
be considered subnormal. Benedict has found that there is no tendency 
to an inversion of the temperature-curve by inverting the daily routine 
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of life. Of the large number of drugs causing hypothermia, alcohol 
stands foremost. When alcoholics are exposed to cold, there is a 
rapid fall in their body temperature. Reinke has observed tases in 
which the thermometer recorded 86 and 87 deg. F. The lowest reported 
temperature in Ihe alcoholic is 71.8 deg. F. In 50 cases of alcoholics 
selected at random Macewen found that the rectal temperature only 
reached 98 deg. F. in two instances, z8 per cent, had temperatures 
varying from 98 to 97 deg. F. ; 30 per cent, had temperatures from 
97 to 96 deg. F. ; 24 per cent, had temperatures from 96 to 95 deg. 
F. ; 12 per cent, had temperatures from 95 to 94 deg. F. ; and 6 per 
cent had temperatures from 04 to 93 deg. F. These figures show 
that half of the cases of alcoholics have temperatures below 96.5 deg. 
F. In differentiating this condition from concussion, apoplexy, and 
morphin poisoning these figures should be of some diagnostic 
value, since in the latter conditions subnormal temperatures are 
not as frequent. Laidlaw states that when a subnormal 
temperature is produced by antipyretics it is an indication of 
collapse, as these drugs only reduce temperature when there 
is pyrexia. Morphin in non-poisonous doses produces a slight 
fall in temperature by diminished production of heat. Phenol in poi- 
sonous doses also calls forth reduction of body-heat. Cases of cardiac 
disease in a large percentage run subnormal temperatures. Laidlaw 
found hjpothermia in 70 per cent, of a series of recurrent and cur- 
rent cases of cardiac disease. Uncompensated mitral stenosis forms 
a large proportion of the.se cases. Hypothermia, according to this 
author, is caused by the failure of circulation. Cases of heart dis- 
eases presenting subnormal temperature offer a poor prt^nosis. 

In children,- the principal conditions in which hypothermia is 
present are, exposure to cold, severe fluxes, malnutrition, athrepsia, 
prematurity, inanition, collapse, heart disease, anemia, hemorrhage, 
and, for a short period, after acute diseases (Northridgc). As a rule 
when the temperature remains persistently below 97 deg. F., death 
soon takes place. In children of premature birth a constant sub- 
normal temperature is a bad sign. Exposure to cold may reduce the 
temperature of the premature-born child to 97 deg. F., but the tem- 
perature rapidly rises to normal when the child is brought into a 
warm room. 

Hypothermia is frequently observed in melancholia, brain ab- 
scess, stuporous states, general paresis, idiocy, and occasionally in 
conditions of great excitement. The occurrence of subnormal tem- 
perature in conditions of great excitement, according to Church and 
Peterson, indicates approaching collapse. 

Following acute or prolonged fevers, as pneumonia, influenza, 
typhoid fever, etc.. hypothermia is of common occurrence. During 
the convalescence from typhoid fever hypothermia is very c 
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For days the temperature may not rise above 97 deg. F., especially so 
in protracted cases, and in those instances where great emaciation has 
ensued.. This fact was observed in 158 out of 168 cases studied by 
McCrae. 

Heitirich Stern maintains that a subnormal temperature is fre- 
quently the normal temperature of the diabetic, and the normal tem- 
perature of the healthy individual (99.2 to 99.4 deg. F, in the 
rectum) when encountered in the diabetic denotes often a febrile 
state. 
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$rogrtK0 of SiagnotfiK anb ^rognixfuc 



GENERAL METHODS OF EXAMINATION— SYSTEMIC 
AFFECTIONS— DISORDERS OF GENERAL MET- 
ABOLISM—INFECTIOUS DISEASES 

Excretion of Sugar in the Urine of Healthj* Individuals, and a Method 
for the Quantitative Detinnination of Traces of Sugar in the Urine — 

B. ScHOENDORFF, Archiv f, d, gesamte Physiologic, CXXI, p. 572. 

Author examined the urine of 334 soldiers for sugar by employ- 
ing Worm-Miiller's test. He found that glycosuria existed in 94.6 
per cent, of all cases. The cause of the glycosuria can only be the 
nourishment of the soldier, which is rich in carbohydrates, as in 
53 individuals from every-day life minimal amounts of sugar were 
detected in but 15. i per cent. The Worm-Miiller test gives trust- 
worthy results down to 0.025 P^"* cent., but the author wanted to em- 
ploy a method by which he could detect mere traces of sugar. He 
selected, therefore, the method advanced bv Patein and Dufau, 
which is based upon the principles ( i ) to precipitate the nitrogenous 
substances by mercury nitrate, (2) to add sodium hydrate until there 
is a neutral reaction, (3} to remove the excess of mercury. (Full 
description of chemical procedure in the original.) By this method 
one may determine with great accuracy o.oi per cent, urinary sugar. 
Every normal urine, examined by this method, contains'from 0.0105 
to 0,0274 P^"" cent sugar ; excessive ingestion of carbohydrates may 
increase the amount to o.i per cent. Whether there is a possible 
regimen after which there occurs no urinary sugar, the author cannot 
answer at this time. Western. 

The Possible Fallacies of Fehling's Solution as a Test for Sugar in the 
Urine— J. DixoH Mann, Medical Chronicle, Oct,, 1908, 
The possible fallacies attending the use of Fehling's solution may 
be grouped under two heads. First, that a positive reaction may be 
due to a substance other than sugar: secondly, that sugar of patho- 
logical importance may be present and yet the reaction negative. In 
regard to the first objection, it may be said that although one mole- 
cule of uric acid is capable of reducing two molecules of cupric oxide,, 
nevertheless one molecule of uric acid may hold back the reduction 
product of one molecule of copper sulphate, so that the evil provides 
its own remedy. Creatinine also possesses the property of holding 
cuprous oxide in solution. Glycuronic acid, often mentioned as a 
possible source of fallacy, will not reduce Fehling's solution in the 
conjugated state, as it usually conjugates with phenol or indoxyl. 
Lactose, although reducing Fehling's solution, does not ferment with 
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yeast. The second fallacy does not hold true if the rule not to boil 
the reagent in the presence of urine is observed. Glucose is destroyed 
by being boiled with strong alkaline solution, but it does not occur 
if this rule is observed. Sachs, 

Rapid and Exact Determination of the Endreaction in Titrating with 
Fehling's Solution— W. MENYnfeRT, Deutsche med. Wochenschr., 1908, 
No. 36, 

A drop of Fehling's sohition will produce a dark purple {dunkel- 
violett) ring (copper ferrocyanide) if placed on a strip of fine filter 
paper treated previously with acetic acid and potassium ferrocyanide, 
and well dried. The purple ring will be the paler the more copper 
has been reduced in the solution. It disappears entirely when the 
titration is finished, while a dark copper oxide spot remains. Mill. 

Diabetic Levulosiuia and the Detection of Urinai? Levulose — L. Bos- 
cHARDT, Zeitschr, f. physiologische Chemie, LV, Nos, 3 and 4. 
A new test for the detection of urinary levulose. It is per- 
formed as follows: A few c.c, urine are brought to a boil together 
with an equal volume of hydrochloric acid {25 per cent.) and a few 
granules of resorcin ; if the mixture turns red, the test-tube in which 
it is contained is cooled in running water, and the mixture is placed 
into a beaker or an evaporating dish, after which it is made alkaline 
with sotia in substance and shaken with acetic ether. In the presence 
of levulose the acetic ether is colored yellow. The test is only trust- 
worthy when there are no indican or nitrites contained in the urine. 
These substances, however, do not give this test per se. In case 
these two substances are present in appreciable amounts it is best to 
destroy the nitrites by boiling the urine, which has been acidulated 
with acetic acid, for one minute before the levulose test is applied. 
When indican is contained in such quantity that blue coloring mat- 
ter is found in the acetic acid, it should be removed before testing 
for levulose by shaking equal parts of urine and Obemieier's reagent 
with chloroform; Chen, the mixture is diluted with one-third its vol- 
ume of waler, a few granules of resorcin are added, and the whole 
is brought to a boil and manipulated as detailed before. Santonin 
and rheum, if taken by the patient, may interfere with the test by 
causing misinterpretations. Large amounts of urorosein should be 
removed by adding to the urine an equal volume of hydrochloric acid 
(25 per cent.) and shaking the mixture two or three times with amyl 
alcohol. This test for levulose is positive down to a dilution 
of levulose 1 : 2000 (0.5 per cent.), and even when dextrose is pres- 
ent in the urine at the same time. Glucose, lactose, maltose, arabi- 
nose, and elycuronic acid do not react to the test, neither do acetone, 
aceto-acetic ester, indican (when alone), nitrites (when alone). 
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urobilin and bile pigments. The intensity of the reaction varies be- 
tween pale-yellow and red-bronze ; the narrowest spectrum is a band 
between b and F (green). The urine of 100 healthy individuals and 
non-diabetic patients, examined by this levulose test, never contained 
levulose, and in two instances a red-purple (rotviolet) pigment of 
unknown nature was obtained. Western. 

Clinical Significance of Bile figments in the Urine — Obermayer and 
Popper, Wiener klin. Wochenschr., 1908, No. 25. 

Bile pigments may always be demonstrated in the normal human 
urine by means of tlie iodine contact and a modification of Bouma's 
tests. The amount of bile pigment varies in accordance with the 
intensity of the urinary color. The excretion of biliary pigments is 
patholc^ically increased in a number of affections in which there 
is no concomitant skin discoloration. Non-febrile affections which 
were not known to be regularly accompanied by choluria are cardiac 
diseases or myocardial affections with hyperemic manifestations, 
and atrophic cirrhosis of the liver. Febrile diseases accompanied 
by increased excretion of bile pigments are croupous pneumonia, 
acute articular rheumatism and a group of pleuritic exudates. In 
pulmonary tuberculosis with marked elevation of temperature there 
occurs usually no urinary excretion of biliary coloring matters. 

Western. 
Quantiutive Blood ExaminationB— H. P. T. Oerum, Deutsches Archiv f. 
klin. Median, XCIII, p. 3S6. 

Author employs for the determination of the blood quantity 
the method of Haldane, which he has modified in some respects. 
The person to be examined inhales a definite volume of CO ; be- 
fore this is done the combining power of the oxygen is determined, 
after this the procentuai saturation of the blood with CO is ascer- 
tained. The amount of blood may be calculated from these two 
factors. The method is quick, simple and exact: author has ob- 
tained in healthy individuals certain values which show that the 
average quantity of blood in the human organism amounts to about 
5 per cent, of the total weight. Among, pathological conditions 
chlorosis and the various anemias were subjected to examination. 
In chlorosis he demonstrated increased blood volume but decreased 
hemoglobin contents ; in "primary" anemias, appearing after fasting 
or in the dark, atrophy of the blood, that is, decrease of the blood 
volume, will be encountered. Richard. . 

Senim Diasnosia of Syphilis— W. J. BtrTUS, Jour. A. M. A., Sept. 5, 1908. 

The serum reaction for syphilis is specific; it is found positive 
in from 90 to 95 per cent, of all cases with syphilitic manifestations ; 
it is found positive'in 50 to 60 per cent, of latent cases ; it is found 
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positive in from 70 to 80 per cent, of parasyphilitic diseases. The 
reaction is in many cases influenced by treatment of the patient and 

it is not improbable that this number would be greatly increased if 
the reaction were pursued throughout prolonged treatment. A posi- 
tive reaction indicates activity of the specific virus ; but while a posi- 
tive reaction points to syphilis, a negative reaction does not have 
an equal negative value. It is diagnostic of a systemic infection 
whether acquired or inherited and not an organ diagnostic measure. 
The reaction will be found of enormous advantage in differential 
diagnosis in every branch of medicine. Western. 

' Comparative Experiments on the Presence of Complement Binding Sub- 
stances in the Serum and Urine of Syphilitica — U, J. Wile, Jour. 
A. M. A., Oct. 3, 1908. 

The following conclusions are drawn: the urine in a large 
percentage of cases of syphilis contains substances which behave in 
the same way as the antibodies in the serum of the same cases. 
These substances seem to appear a little later in the urine than in 
the serum and at times are present in one and not in the other and 
vice versa. The diagnostic value of the reaction in the urine must 
for the present be viewed with caution, inasmuch as in two per cent. 
of the total number of cases observed by the author a positive reac- 
tion was found in the urine while the serum in these cases was 
negative. Richard. 

The Cutaneous Tuberculin Reaction (v. Pirquet) in the First Year, 
More Especially in the First Half Year of Life— F. Siegert. Deutsche 
med. Woehenschr., 1908, No. 39. 

Author has employed a 25 per cent, tuberculin ointment. He 
concludes that the cutaneous tuberculin reaction is specific and de- 
pending upon the same factors irrespective whether used in the old 
individual or in the very young nursling. It indicates the onset of 
the disease as well as the improvement. Even the most' minute 
tuberculous focus will bring about a reaction. Whenever the re- 
action does not ensue there is either no focus, or the cutaneous reac- 
tion is temporarily suppressed by other affections (measles, etc.), or 
death is imminent. Mill. 

Kelling's Biochemical Reaction for the Diagnosis of Malignant Disease— 
WlDEBOE, Norsk, mag. for Ijcgcvid., 1908, No. 2. 

Hemolytic examination of fifty patients according to Kelling's 
method. Twenty-five cases were affected with carcinoma or sar- 
coma. Of these 64 per cent, showed positive results, and among 
these the diagnosis of malignant tumor was positive in 24 per cent. 
and very probable in 40 per cent. The lower an individual is physi- 
cally the more readily will ensue a negative reaction. Among 25 
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cases, who were not affected with a tumor, the hemolytic reaction 
proved negative in 22 instances and was positive in three instances 
(2 diseases of the blood and i pneumonia). Jessen, 

A Biochemical Reaction for Diagnostic PurpOBM — Pans, Norsk, mae- 

for. Ixgevid., 190S, No. 2. 

Author modified Kelling's method by employing but 2 cc. in- 
stead of 10 cc. blood, and by utilizing the hemolysis glass of Ham- 
burger. Ninety individuals were examined, 60 patients and 30 
healthy persons. In patients affected with cancer 65 per cent, of 
positive reactions were obtained ; in uremia without carci- 
noma hemolysis also ensued but it appeared very rapidly {one-half 
hour). The reaction seems of value in the diagnosis of surgical 
affections of the kidney. Jessen, 

The Hon- Relationship of Active Cellular Division to the ProEnosis in 

Malignant DiseaBe--G. McConnell, Jour. A. M. A., Sept. 13, 1908. 
The author's results prompt him to maintain that the clinical 
course of the disease has very little relation, if any, to the number 
of actively multiplying cells in a given specimen of neoplasm, and 
that it is therefore clear that it is not wise for the pathologist to 
attempt to make any prognosis concerning the duration of life of 
the patient by drawing conclusions from his microscopic examina- 
tion, and that it does seem advisable not even to suggest that the 
tumor is apparently taking on a rapid growth, as this could easily 
give tlte clinician an incorrect idea. Western. 



Authors found in five cases of myxedema relative lymphocy- 
tosis and hypereosinophiJia. They ascribe the lymphocytosis to a 
lymphoid metaplasia of the bone marrow. The hypereosinophilia 
is probably caused by the positiv-chemotactic substances which have 
entered the circulation as a result of the myxedema. Richard, 
Metabolism in Hjrzedema— E. Benjauih and A. v. Reuss, Jahrbuch f. 
Kinderheilkunde, LXVII, No. 3. 

In myxedema there is a marked inclination for nitrogen reten- 
tion. There seems to be no retention of Ca or CI. Phosphorous 
retention, on the other hand, may also be the nde. Richard. 

The Blood in Acromegaly— G. Franchini, Berliner klin. Wochenschr., 
1908, No. 36. 

In acromegaly there occur freauently eosinophile and polynu- 
clear blood changes and chemical alterations of the blood composi- 
tion, especially a certain degree of lipemia and an increase of the 
mineral constituents. Mill. 
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Graves' Disease and th« Thymus Gland— F. Capclle, Munchener med. 
Wochenschr., 1908, No. 35. 

Author advocates the examination of the thymus gland in every 
patient affected with Graves' disease. This may be accomplished 
by an examination with the Rontgen rays or by percussion. When 
the thymus is fonnd to be considerably enlarged it is a contraindica- 
tion for surgical intervention. The instances of sudden death which 
ensue not infrequently after the successful removal of the striima 
(acute cardiac collapse) may be due to the status thymicus of the 
patients. Mill, 

The Blood in Periodical Acetonemia of Children— R. Heckeb, Miinchener 
med. Wochenschr., 1908, No. 36- 

In three cases of periodical acetonemia there was demonstrate<l 
a pathological lymphocytosis during or shortly before the attack. 
In two of the cases the lymphocytosis continued during the attack- 
free period. The blood-picture corresponds to a condition occur- 
ring in the earliest life of the infant and has to be interpreted as an 
inhibition of development. The periodical acetonemia of older chil- 
dren is not an accidental occurrence but a constitutional anomaly 
(disturbance of fat-chemism). Mill. 

Albumin- Metabolism in Fever— K. Loening, Klinisches Jahrbuch, XVIII, 
p. 199. 

Not every infections disease causes albumin disintegration, and 
not every patient who is free from fever gains body-nitrogen. Cer- 
tain affections cause always loss of nitrogen while other diseases 
are accompanied by loss of albumin in certain cases only, 

ZiMMER. 

Clinical Investigations of Early Rachitis— E. Wieland, Deutsche med. 

Wochenschr., 1908, No. 36. 

In the new-born, rachitis may be demonstrable histologically, 
but never clinically. Congenital anomalies of the skeleton must not 
be confounded wtih secondary early rachitis of the nursling. These 
anomalies are but rarely of a true rachitic nature and represent noth- 
ing but peculiar developmental disturbances of the skeleton. 

Mill. 
Sjrmptoms and Condition of the Blood in Pernicious Anemia — }. G. 

Taylor, The Practitioner, London, Aug., 1908. 

The symptoms of pernicious anemia are manifold and varied, 
in one case a gastro- intestinal disorder may be simulated; in another 
the patient may apparently have a nervou,'; disturbance, or the patient 
may but complain of weakness, shortness of breath and edema. 
Blood examinations should be performed almost as often as uranaly- 
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sis, because by the examination of the blood alone can the diagnc 
be at once settled. The recognition of idiopathic pernicious 3 
in any case with obscure symptoms rests on the following altera- 
tions of the blood: reduction in the number of erythrocytes, with 
a high color index, and leukopenia: the occurrence of megalocytes 
in large numbers, and of normo- and megaloblasts ; a lymphocytosis, 
mostly of over 40 per cent. Western. 

Grannlomatosis Tcxtus Ljmphatici— Lerndorff, Jahrbuch f. Kinder- 
heilkunde, LXVII, No. 4. 

The clinical picture is well characterized and should be sepa- 
rately considered from the old designations : malignant lymphoma, 
adenia, progressive muHiple hpyerplasia of the lymph glands, malig- 
nant aleukemic lymphadenoma, lymphosarcomatosis, Hodgkin's dis- 
ease and pseudoleukemia. The disease presents itself pathologico- 
anatomically as an affection of the entire lymphatic-hematopoetic 
apparatus, and is characterized by the production of peculiar granu- 
lar tissue in the various organs. The localizations in spleen, bone 
marrow, pleura and skin are not metastases, originating from the 
primarily affected glands, but have to be looked upon as independent 
expressions of the same cause which has given rise to the glandular 
involvement. Richard. 

Contribution to the Etiology of Diabetes McUitua — L. Bleibtreu, Berliner 
klin. Wochenschr., 1908, No. 38. 

On account of the findings of two necropsies the author con- 
cludes that not only pancreatic disease but also duodenal affections 
may give rise to diabetes mellitus. In both instances the pancreas 
was entirely normal, while the duodenum exhibited considerable vas- 
cular changes and was aflected by multiple fatty necrosis. Mill. 

Tetany in Phosphorous Poisoning— K. Wirth, Wiener klin. Wochenschr.. 

1908, No. 38. 

The tetanoid manifestations appeared in the author's case very 
early, and their cessation was followed by a gradual improvement 
from the phosphorous poisoning. At the period when the tetan>- 
was most pronounced acetone and aceto-acetic acid were found in 
the urine. Mill. 

Varicella in Adults— Tri fold, Med. KUnik., igoS, No. 34- 

Most text books declare that varicella occurs but exceedingly 
seldom in adults. According to the official statistics of Trieste there 
occurred 36 instances of this affection in adults. Mill. 

Recurrence and Pseudo-Recurrence of Scarlatina- Ferrabis-Wyss, Jahr- 

buch f. Kinderheilkunde, LXVII, No. 4. 
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Recurrences of scarlatina are rare ; they are a complete repeti- 
tion of the primary affection. Pseu do- recurrences are extremely 
rare ; they appear before reconvalescence has ensued. An exanthema 
rather similar to that of measles and a conjunctivitis are characteris- 
tics of the pseu do- recurrence. Age and sex have no bearing upon 
recurrence an'l pseu do- recurrence, which may supervene occasionally 
in typical forms. The prognosis of scarlatina becomes not graver 
on account of recurrences. Richard. 

Scarlatinal Rheumatism— G. E. Wladimiboff, Archiv. f. Kinderheilkunde, 
1908, p. 325. 

Neuritis may be a complication of scarlatina. Neuritis scarlati- 
nosa may appear without swelling of the joints, or with edema of the 
affected arthritic parts. It may also appear in the form of synovitis 
serosa. Si ill. 

The Pathogenesia of Tuberculous Rbeumatism— Poncet, Gazette des 
hopitaux, 1908, No. 100. 

A controversy with Soucques who does not believe in the tuber- 
culous origin of chronic rheumatism. Author relates a number of 
clinical observations and gives the results of bacteriological and 
pathologico-anatomical examinations which, according to his inter- 
pretation, make it probable that there is a relationship between 
chronic articular rheumatism and tuberculous infection. Mill. 

RheumatiG ASections in Children— F. L. Wachbnkeim, Archives of 
Pediatrics, Sept., 1908. 

There is not sufficient attention paid to the question of prog- 
nosis ; the average physician is altogether too optimistic as regards 
the outcome of the rheumatic aflfections in children, which should 
always be taken seriously. The immediate danger to life is not 
great ; still, i or 2 per cent, succumb either to heart failure from 
endo- and pericarditis or to exhaustion from chorea. Hospital cases 
give a worse prognosis than the milder types that visit the dispen- 
sary. As to recurrence, the prognosis is not at all good ; many of 
the author's cases returned with relapses, and no doubt many more 
snbsectuently turned up elsewhere. In the majority of recurrences 
we find a recrudescence of the cardiac lesion, but some children are 
more fortunate m suffering again and again from mild attacks of 
rheumatism with little or no endocardial involvement. Not until 
puberty can we notice any tetidency of the cardiac condition to be- 
come practically stationary. A favorable prognosis should not be 
entertained before the individual has reached the fifteenth or even 
twentieth year. Rheumatism in children is a most serious affection, 
the more so the younger the patient. The prognosis can never be 
stated to be good, often must be stated to be bad ; still oftener doubt- 
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fill with the prospect of permanent impairment of health and short- 
ening of the expectation of life. Western. 



A report of six cases of febrile phenomena at the time of men- 
struation, occurring in young girls and accompanied by rheumatic 
symptoms. The condition seemed to be caused by an infection, the 
number of leucocytes was diminished, there were signs in the endo- 
cardium, the serous membranes and the parotid gland ; exanthemata 
were also present. Abortive forms of the disease seem to occur fre- 
quently. The bacteriological blood findings were always negative. 
The height of the affection seems to correspond to the height of 
ovulation, that is, the rupture of the Graafian follicle. Zimmer. 

ind Lamv, Gazette des Hopitaux, 

The development of keloids in the scars of tuberculous glands 
operated upon occurs everywhere, but especially often on the neck. 
Keloids do not develop in all the cicatrices of an individual, and 
do not even always extend over an entire scar. The development 
begins in the second or third month and progresses slowly; in the 
second or third year spontaneous absorption takes place. Mill. 

Epidemic Cerebrospinal Fever— B. F. Roves, Archives of Pediatrics, 
Oct, 1908. 

To distinguish epidemic cerebrospinal fever from other forms 
of acute meningitis, particularly the forms which are characterized 
by rapid onset, such as pneumococcus and streptococcus infections, 
and meningitis in the course of fevers, or meningitis following sup- 
purative processes, it is absolutely necessary to do a lumbar puncture 
and study the fluid withdrawn from the spinal canal. In the absence 
of the characteristic organism a diagnosis can be made between 
tubercidous and an acute form of meningitis by a distinctive cell 
count. In the acute infectious process the cells found in the cloudy 
fluid are nearly all polymorphonuclear in type and are numerous, 
while in a chronic process like tuberculosis of the meninges the vast 
majority of the cells found are lymphocytes, and the fluid is apt to 
be almost clear and show but few cells. Finding meningococci in 
the spinal fluid is positive evidence of the disease. With the char- 
acteristic symptoms present and a negative bacteriological finding, 
if a count of from 70 to 98 per cent, polymorphonuclear cells is found 
the diagnosis may be made of one of the acute types of meningitis; 
and if the patient lives five days to a week or more, or if he recovers, 
that type is almost certainly meningococcic. Lumbar puncture is 



,y Google 



414 Archives of Diagnosis 

a justijiable differential diagnostic method to be used in alt cases 
of meningitis. Western. 

Eye Hanifestationa in Malaria— L. Cbastang, Archives de Midecine, 

1908, No. 4, 

Affections of the external as well as the internal eye may be 
dependent upon the malarial condition; they may be in direct con- 
nection witli the malaria, which is proved by the therapeutic test 
(administration of quinine), or they may result from the malaria- 
anemia, or from renal and hepatic diseases which have arisen on a 
malarial basis. Mill, 

Kemig's Sign in Tetanus— M. J. Rostowzew, Berliner klin. Wochenschrift, 
1908, No. 37. 

Author has studied experimentally the possible connection of 
Kemig's sign and tetanus, and comes to the conclusion that this 
phenomenon is not only one of the early but also one of the late 
symptoms of tetanus. Mill. 

A Dysentery Epidemy at Cherbourg- Maille, Archives de Medecine, 
1908, No. 4. 

The onset of the affection occurred without any promonitory 
symptoms and ensued very rapidly. The time of inculmtion varied 
from five to twelve days. The duration of the affection lasted mostly 
three weeks. There occurred one death among 146 cases. Flies 
seemed to be the main carriers of the infection. Mill. 

Two Cases of Abortive Pneumoiiis- R. Siuon, Munchener med. Wo- 
chenschrift, 190S, No. 35. 

The cases are interesting because both exhibited the classical 
clinical picture of croupous pneumonia but terminated favorably 
after two days. Author opines that the rapid amelioration was due 
to the slight virulence in these instances of the diplococcus Fried- 
lander. Mill. 
Pellagra- R. H. Bellamy, Jour. A. M. A., Aug. i, 1908. 

Pellagra is a trophoneurotic disease, affecting the cerebrospinal, 
digestive and cutaneous systems and is characterized by an erythema. 
The symptoms of the chronic form begin in spring, with lassitude, 
headache, and anorexia. The epigastrium is usually tense, and there 
may be nausea and vomiting. Diarrhea of a serous quahty soon fol- 
lows. This may be very severe, numbering ten to forty stools a 
day. The tongue is inflamed, red and smooth. In ten days to two 
weeks, as a rule, there develops an erj'thema, confined to those por- 
tions of the body which are exposed to the sun. The erythema is 
usually bright red in color, very like sunburn, and disappears on 
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pressure, unless hemorrhagic. There are often vesicles and bullae, 
but there is little itching and burning compared to the extent of the 
process. Toward late summer the patient begins to improve, and he 
may feel perfectly well during the winter, until the next spring 
when a recurrence tak'es place, with greater or less severity. After 
the third recurrence the patient usually becomes much emaciated; 
diarrhea increases in severity, and melancholia, increasing to de- 
mentia, occurs. There may be edema and foul sweats. Paralysis 
of the third nerve and changes in the fundus oculi have been ob- 
served. There may be epileptiform convulsions, paresis of exten- 
sors, and paralysis of the bladder. The knee jerks and all reflexes 
are much increased early in the disease, but toward the end they 
are either diminished or abolished. There is no albuminuria as a 
rule, and ankle clonus is rare. The disease lasts five years, on an 
average, but may be prolonged fifteen years. The acute form begins 
with pain in the epigastrium, headache, nausea, and vomiting. This 
is followed by a severe diarrhea and stomatitis. The stools are often 
bloody, and occasionally there is bleeding from the gums and tongue. 
The patient emaciates rapidly. The erythema follows the same 
course as in the clironic form. There is some elevation of temperature, 
but not higher, as a rule, than 102 deg. F., usually ranging between 
gq and loi deg, F. There is delirium and a typical typhoid course. 
which usually ends in death in ten days or six weeks. The author 
has never seen a patient to recover. Western. 

PUariaaia Noctuma—J. Gbindon, Jour. Missouri State Med. Ass., Sept., 
1908. 

All of the intra-human stages of fihria sanguinis hominis noc- 
luma may exist, and in the great majority of cases actually do exist, 
without occasioning any symptoms whatever on the part of the host. 
In fact a large proportion of the apparently healthy individuals in 
any filaria- infested country will show great numbers of active em- 
bryos in their blood. Morbid manifestations are traceable only to 
the presence of parent worms in lymph-nodes or elsewhere, but even 
these in the majority of cases remain quiescent. In a certain pro- 
portion, however, symptoms develop, sometimes of a grave charac- 
acter. They may be constitutional or local. The constitutional 
symptoms are usually sudden in onset, and are often the first to 
appear ; there are general debility and fatigue on exertion, with 
irregular periodical febrile attacks resembling those of malaria ; pain 
in the back, pelvis and groins, sometimes acute and accompanied by 
nausea and vomiting. Sometimes mild febrile attacks constitute the 
only sign. The local symptoms may be such as can be accounted 
for on mechanical grounds alone, such as obstruction of lymph-chan- 
nels with resulting dilatation of h-mph-vessels, lymph-edema and 
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lymphorrhagia. Lymph -scrotum may thus be brought about, or 
when a lymph-vessel ruptures into the kidney or bladder, chylous 
urine, Chylocele may result from a break into the tunica vaginalis. 
As rare symptoms are seen chylous diarrhea and chylous ascites. 
At other times again there supervene graver symptoms of an actively 
inflammatory nature, such as lymphangitis, often distributed along 
an extremity, with the usual adenopathy, frequently resulting in ab- 
scess, and accompanying fever of septic origin — the so-called "ele- 
phantoid" fever. E)eep abdominal pain, with fever, suggests the 
formation of an intra-abdominal abscess. The inconstancy of these 
occurrences postulates the existence of a contributory cause which is 
found in infection with one of the ordinary pus-germs. Western. 
Echinococcus of the Musclei — G. F. Basadulin, Wiener klin. Wo- 
cbenschr., 1908, No. 35. 

The echinococcus occurs rather infrequently in the muscles. 
It may be found in the muscles of the back, the thigh and 
the shoulders. It occurs oftener in women ; the swelling increases 
especially toward the termination of pregnancy and after parturii 
tion. The differential diagnosis from "cold abscess" is difficult. 

Mill. 



RESPIRATORY AND CIRCULATORY ORGANS 

The Clinical Value of PercuBnon and Friction Aiucultation— I. Jundell, 
Zentralblatt f. innere Medizin, Aug. 99, 190S. 

The following conclusions are drawn: The friction auscultation 
for the determination of the contours of internal organs, irrespec- 
tive of the method employed, is a procedure which has no clinical 
value at all and even is misleading in every instance. (The author 
has succeeded in demonstrating that the physical explanation which 
served as the basis of the friction auscultation, is entirely errone- 
ous). Laennec's percussion auscultation, the inapplicability of 
which for the recognition of the boundaries of solid organs has been 
known for some time, is also not suited for the determination of 
the boundaries of the hollow abdominal organs lying in contact with 
each other. Reilly. 

Physical Proof of Enlarged Bronchial and Mediastinal Glands— Nagel, 
Jahrbuch f. Kinderhellkunde, ipoS, No. 4. 

A clinical and pathologi co-anatomical confirmation of the fact 
that enlarged bronchial and mediastinal glands are recognizable by 
a flattened percussion sound over the fifth and sixth spinous 
processes of the spinal column. Richard. 
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Clinical Aspects of Tumors of th« Mediastinum— F. Smithies, Jour. 
A. M. A., Sept. 12, 1908, 

A detailed report of four cases; they presented a varied range 
of symptoms. There were certain constant features. In each of 
the cases there was more or less marked cyanosis, dyspnea ,and 
cough. A typical thoracic dulness was noticed in each instance. In 
one of the cases the heart was displaced by the growth; in another 
case the cardiac displacement was due largely to the accumulation of 
fluid in the right pleural sac. In all instances mediastinal infiltra- 
tion existed. The pressure signs were very interesting. In three 
of the cases cyanosis and flushing were marked. In all instances 
there supervened frequently paroxysmal exacerbations, brought on 
as a rule by exertion or psychic disturbances, In three of the cases 
there was more or less constant involvement of the vocal cords. 
In all the cases there was pressure, more or less constant, on the 
pneumogastric, with tachycardia, precordial distress or abdominal 
pain as a consequence. Pressure on the bronchi was especially pro- 
nounced in two of the cases. In all the cases excepting one the evi- 
dences of constant, long- con tinned pressure were to be seen in the 
eye-grounds. In but one of the patients was peripheral edema at all 
constant. Sensations of "smothering," "fulness beneath the breast 
bone" and a "weight in the chest" were complained of. The cere- 
bral congestion was associated with feelings of fulness in the head 
(frequently mistaken for fever by the patient), headaches, dizziness 
anfl disturbances in vision. Cough was present in all the cases. 
With the exception of myocardial weakness in two instances the 
hearts showed no abnormalities. Western, 

Unilateral Temperature Elevations in Affections of the Lungs — H. Vogel, 
Miinchener med. Wochensehr., 1908, No. 39. 

It is a known fact that localized febrile affections may give rise 
to a more or less elevated temperature in the bloodvessels com- 
municating with the involved area, and that, at the same time, the 
general body temperature may remain normal. In unilateral in- 
flammation an elevation of temperature may consequently be readily 
noticed over the affected side. This is easily understood. However, 
when one considers that there is no direct vascular connection be- 
tween lung and axilla, it appears strange at first sight that in uni- 
lateral lung disease the temperature in the axilla of the same side 
is higher than on the opposite one, as the local hyperemia and in- 
creased heat in the afl'ecled lung can hardly influence the axillary 
bloodvessels. This difference in the temperature is a fact which 
is noticeable in regions still more distant from each other. In ap- 
pendicitis even there may occur a distinct elevation of temperature 
in the right axilla. The diagnostic and prognostic value of the tem- 



,y Google 



4^8 Archives of Diagnosis 

perature-difference in diseases of the lungs consists in the fact that 
in affections of both lungs, which hardly ever start synchronously 
and in the same degree of virulence, one may recognize which side 
was affected first and which was more involved, and that continued 
temperature observations as regards the divergency on both sides, 
will enable one to form an opinion as to the cause of the affection 
and the prognosis. The temperature-difference runs exactly parallel 
with the activity of the pathological process ; thus, the progress of 
the affection may be recognized as well as its amelioration. Of 
course,, care must be taken to take the temperatures when the parts 
are not under the influence of topical applications. Mill. 

The Vocal Premittu in Croupous Pneumonia— J. Wolter, Deutsche med. 

Wochenschr., 1908, No. 39. 

Author offers the following conclusions : ( i ) the behavior of 
the pectoral or vocal fremitus is not uniform in the various stages 
of croupous pneumonia. (2) Contrary to the findings of Ameth 
there often occurs an increase of the fremitus in the second stage. 
(3) It is not certain that this increase is due to the greater con- 
ductivity of the consolidated lung tissue, as diminished fremitus has 
also been observed in such cases. (4) Even in the presence of a 
pleuritic exudate there may be an increase of fremitus, (5) An 
occasional obstruction of the large bronchi exerts no particular in- 
fluence upon the character of the fremitus. Mill, 
Absolute- PlethyBmograma— R, Mulleh, Miinchener med, Wochenschr., 

1908, No, 35, 

For the purpose of rendering painless and completely anemic 
the arm which is to be examined plethysmographically, the author 
dips the extremity around the elbow of which is placed a Riva-Rocci 
cuff, up to the axilla into mercury, and permits it to remain therein 
for about one minute. When the blood is displaced, the cuff is in- 
flated to prevent its renewed circulation. Mill, 

Riotographjr of Cudiac Sounds— «e Maves, Jour, m^d, de Bnixelles, 

1908, No. 36. 

Author who has employed the apparatus of Einthoven (trans- 
mission of cardiac sounds by means of a telephone upon a string 
galvanometer, and photographing of the oscillations of the latter) in 
a number of physiological and patholt^ical instances, has obtained 
trustworthy results. Mill. 

Semeiosis of Cardiac Diseues— Stbubell, Wiener klin. Wochenschr,, 1908, 

Nos. 33 and 34, 

Author concurs with the opinion of von Basch according to 
which angiosclerosis is nothing else but an alteration of the elasticity 



oy Google 



Progress of Diagnosis and Prognosis 419 

of the bloodvessels together with more or less reduced, or even in- 
creased, reaction-ability. These vascular disturbances which occur 
especially in the splanchnic region are the main cause of the general 
increase of bloodpressure and the secondary hypertrophy of the left 
cardiac ventricle. The angiosclerotic process runs through the fol- 
lowing stages, (i) vasomotor (functional) contractions of the ab- 
dominal vessels (pseudo-angiosclerosis) in the nervous, in acute 
nicotine poisoning and in acute nephritis fin the latter case the con- 
traction of the abdominal vessels is of longer duration) ; (2) first 
permanent diminution of elasticity in chronic nicotine poisoning, in 
alcoholics, supernourished, etc. ; first sign of secondary hypertrophy 
of the left ventricle of the heart which, however, is still ameliorable; 
(3) more pronounced angiosclerosis in chronic nephritis, {4) latent 
angiosclerosis (von Basch's) ; {5) pronounced arterio- and angio- 
sclerosis in which, however, the functional reaction has not entirely 
disappeared, even in the most advanced stage. Mill. 

The PrognoBiB of Heart Disease in Children— D. Stanley, Birminghani 

(Eng.) Med. Review, Sept., 1908. 

One of the most important problems that confronts us in prac- 
tice, is the future of the child who has a mitral valvular lesion. In, 
general, we make up our minds concerning the future at too early 
a period iri the history of heart lesions in diildren. Great improve- 
ment may and does take place. When the lesion is mitral, social 
surroundings are good and parents are willing and able to follow 
out instructions, the heart participates in the general growth of the 
child and leaves much of its past behind. If there is much valvular 
deformity, excessive hypertrophy, and pericordial adhesions, the out- 
look is bad. If a child with cardiac valvular disease grows, there 
is a better chance for the heart than if it remains undersized and 
puny. We may in some cases say that the child will grow out of 
its valvular defect. Sachs. 

Pjropericardium in Children under Twelve Years of Age— F. J. Poynton, 

British Med. Jonr., Aug. 15, igoS. 

The author summarizes the most prominent signs of the pyo- 
pericardium, as follows : ( i ) Progressive muffling of the heart 
sounds synchronous with enlargement of the cardiac area, together 
with marked percussion dulness over the pericardium and sometimes 
posteriorly in the interscapular region. Tubular breathing or absent 
breath sounds may also be noted in the interscapular region. (2) 
A rapid and extensive increase of the cardiac dulness upward toward 
the left clavicle, {3) The pear-shaped outline of a distended peri- 
cardium. (4) The abrupt transition from the dulness of fluid to 
resonant lung tissue. (5) A wavy and diffuse pulsation to the left 
of the sternum. Western. 
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Bronchial Asthma and Cardiac Atrophf — Gotzl and Kiembock, Wiener 
klin. Wochenschr., 1908, No. 36. 

In two instances of bronchial asthma the Rontgen ray examina- 
tion showed pronounced inflation of the lungs and remarkable shrink- 
ing of the heart. The condition is explained by the authors as be- 
ing due to the asthmatic seizures causing an increase of the in- 
trathoracic pressure which impedes the flow from the large veins into 
the heart while the outflow of the arterial blood is not interfered 
with. When there exists a continuous overexpansion of the lungs a 
lasting cardiac atrophy must inevitably ensue. One of the cases 
exhibited, also as a consequence of the asthma, a habitual subluxa- 
tion of both clavicles. Mill. 
A Case of Perforation of an Aneurism of the Aorta into the Superior 
Vena Cava— G. Kieseritzky, Berliner klin. Wochenschr., 1908, No. 38. 

The case of a man. 59 years old, who died after the sudden 
appearance of very pronoimced dyspnea and cyanosis. The diag- 
nosis of such cases may be based upon the systolic pulsation of the 
veins of the neck and a continuous noise accentuated in systole. 

Mill, 



ALIMENTARY TRACT 

A Fiuther Aid in the Diagnows of Esophageal Stenosis— M. G. Seelig, 

Surg., Gyn., and Obstet., Sept., igo8. 

Case of stenosis in a child nine years old in which the localiza- 
tion was readily effected by the X-ray (after the usual bismuth 
ingestion) by having the child swallow a thin gold chain which by 
reason of ils tenuity was easily swallowed, and coiling above the 
strictured point permitted the taking of clear and differential radio- 
graphs. Page. — 
Abnormal Motilitjr of the Stomach a Valuable Factor in the Diagnosis of 

Gastric lesions— M. R. Barxer, Med. Rec, Sept. 12, 1908. 

The diagnosis of gastric cancer is positive when there is loss 
of gastric motility, characterized by long-conlinued slagnation of 
food in the stomach, and the partial or complete absence of mucus 
in the gastric contents, together with the presence of the Oppler- 
Hoas bacillus. A large accumulation of mucus in the stomach is 
one of the important elements in the diagnosis of chronic gastritis. 
A prominent factor in the diagnosis of gastric ulcer is the exag- 
gerated motility of the gastric walls. This is characterized by the 
absence of any portion of the test meal in tlie stomach a compara- 
tively short time after the ingestion. Mucus is also almost or en- 
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tirely absent from the stomach in this condition, being digested as 
quicikly as deposited in the stomach by the ever-present overacid 
secretion, and being expelled from the stomach as quickly because 
of the exaggerated motility of the gastric walls. Western. 

A New Method for the Ezamination of Gastric Function— Schl a pfek, 
Miinchener med. Wochenschr., 1908, No. 36. 

An exact quantitative determination of gastric motility and 
secretion cannot be accomplished by the employment of Ewald's test 
breakfast. Sahli's test soup possesses the disadvantage that it can- 
not always be prepared in the same degree of consistency and with 
the same amount of fat. The author has devised a soup-powder 
which contains all the components of the human nourishment (pro- 
teid, fat, carbohydrate) in exact combination, and which is colored 
red with neutral-red. This powder added to 400 cc. water on being 
wamied and stirred will produce a soup. Care must be taken that 
the water in which the soup-powder is contained does not ccflne to 
a boil, as then the albumen will coagulate. The coloring matter of 
the soup is so intimately combined with the flower and albumen that 
it cannot be separated therefrom by mere washing. The coloring 
matter is soluble in a strongly acid medium only and goes into the 
filtrate, which assumes at once a fainter or more pronounced red 
coloration. The neutral-red becomes liberatud according to the de- 
gree of the digestive function of the stomach. The neutral-red is 
uniformly distributed in the entire gastric contents, and the amount 
of the coloring- matter which has left the stomach may readily be 
ascertained if the gastric contents have been secured. As there is 
no direct absorption from the stomach it is solely the motility of 
that organ to which must be ascribed the transmission of the neutral- 
red; and hence the soup containing the latter may be a means to 
determine motor and secretory- power of the stomach. As soon, 
namely, as the coloring matter (free or incorporated with the soup) 
enters into the small intestine it becomes absorbed and is finally car- 
ried into the urine. From the observation of the urine, which is 
more or less red-colored, we may determine the length of time which 
it has taken for the soup to reach the duodenum, and also the total 
motor and secretory function of the stomach. The method is em- 
ployed as follows : The neutral-red soup is taken into the empty 
stomach and the patient is asked to urinate every 5 to 10 minutes; 
the urine is kept in test-tubes. An hour after ingestion of the soup 
the gastric contents arc extracted. If the filtrate is colorless then 
no acid has acted upon the test-soup, as otherwise the neutral-red 
would be found in the filtrate- Mill. 

Acute Gastric Dilatation— G. N. Wacakjan, VVratschcbnaja Gazeta, 
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The affection starts usually with ^stric manifestations. The 
patient complains of nausea, vomiting, occasionally coHc, sense of 
fulness, constipation and retention of gases. Abdomen is inflated 
in some portions only. The vomited masses are inodorous. There 
is nearly always a strong sense of thirst. The urinary excretion is 
diminished ; occasionally there is anuria. The pulse is weak, respira- 
tion increased. The patient collapses. The temperature is generally 
not augmented, once In a while it is even subnormal. In some cases 
it is easy to recognize acute gastric dilatation, but there is always a 
possibility of mistaking it for peritonitis. From volvulus acute gas- 
tric dilatation may be differentiated by the condition of the vomited 
masses, which are always inodorous in the latter. A rational diag- 
nosis must also consider the possibility of pancreatitis. The course 
of the affection is acute in most instances. The prognosis is not un- 
favorable when the true nature of the affection is early recc^ized 
in order that proper steps for its amelioration may be taken. Other- 
wise the mortalitv is very large. Neck, who ^ves the histories of 
64 cases of the affection, mentions 47 deaths and but 17 cures. 

ZiMMER. 

How Frequently do Gastric Ulcers become Carcinomata?— W. L. Rodman, 
Surg., Gyn., and Obstet, June, 1908. 

Of all the remote dangers of gastric ulcer, the greatest of them 
(malignant disease) is scarcely appreciated at all by physicians. 
Cruvielhier drew attention to this in i8.^q and in 1840 Rokitansky 
stated that cancer may complicate perforating ulcer of the stomach. 
In 1848, Diltrich reported 8 cases in which carcinoma of the stomach 
had probably developed from ulcer. Brinton in 1857, reported a case 
in which post mortem examination proved beyond question that an 
ulcer had undergone carcinomatous degeneration and that the malig- 
nant disease had developed in the edges of the ulcer and had grad- 
ually invaded the base. In 1833, Zenker's pupil Hauser made the 
most thorough study up to that time, with the result that he con- 
sidered practically all cases of gastric carcinomata as consecutive to 
gastric ulcer, believing that the cancerous process may be superim- 
posed either upon an ulcer still active or upon the cicatricial remains 
of one. Between the years 1883 and 1890 Haberlin described 
14 cases. He believed 4 were undoubtedly positive. 6 fairly so, 
3 probable and i doubtful. .Sennichsen at Kiel in 156 autopsies for 
carcinoma of the stomach from 1873-1891 found 22. or 14 per cent. 
undoubtedly developed in the scars of ulcers or in fresh ulcers them- 
selves. Klausa following up this work in the same institute from 
1891-1900, out of 120 stomach cancers found 32, or more than 
26 per cent, grew from either tdcers or cicatrices. Futterer, of 
Chicago, in 1^2 collected 52 cases demonstrating malignant change 
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in ulcers originally benign. Ssapeshko found in 100 gastric carci- 
nomas only 10 that did not originate on the base of a peptic ulcer. 
Stich states that ulcer carcinoma constitutes 30 per cent, of the en- 
tire number of gastric cancels, French observers, notably Doyen, 
consider that a large percentage of gastric carcinomata have their 
origin in inflammatory lesions, W. J. Mayo found that in 54 per 
cent, of the cases of the stomach submitted to resection in 1905-06 
at his clinic, cHnical history and pathological examination made it 
certain that the cancers had their origin in ulcers. Moynihan in 
his last 22 cases of gastroenterostomy found that in 16, or 72.1 per 
cent, there had been a previous gastric ulcer. Mayo Robson in his 
Bradshaw lecture stated that 59.3 per cent, of the cases of the 
stomach upon which he had operated gave a history of chronic ulcer. 

The author has within two years encountered nine patients suf- 
fering with gastric carcinomata ; seven of them were at the pylorus, 
all giving an unmistakable history of previous ulcer. Page. 

Late Reaults After Operations for Benign Diseases of the Stomach and 
Duodenum— B. G. A. Moynihan, Annals of Surgery, June, 1908. 

In endeavoring to arrive at a just estimate of the value of 
sui^ery in its application to the non-malignant diseases of the 
stomach the author has gathered the records of all the cases upon 
which he has operated up to the end of 1905. They are 281 in num- 
ber; and may be classified into four groups: (i) Perforating ulcer 
of the stomach or duodenum; (2) cases for which hemorrhage has 
been the immediate cause of urgent interference; (3) cases of 
chronic ulcer, etc.; (4) cases of hour glass stomach. 

A summary of the entire number of cases gives the following 
results : 

Total number Recov- Died Since Cured 
ered dead 

Group I 27 18 9 16 

Group 2 '. 27 23 4 o 19 

Group 3 205 203 2 15 150 

Group 4 22 19 3 I 17 

281 263 18 16 211 

Of the 34 deaths, 18 were the result of the operation, of those who 
died since, 7 cases were carcinoma of the stomach and 9 died from 
causes unconnected with the disease of the stomach or the opera- 
tion performed for its relief. Page, 
Temperature Difference in Both Azillte in Acute Bphrphlitis— E. Hohck, 
Deutsche med. Wochenschr., 1908, No. 35. 

Author has observed cases of acute epityphlitis in which the dif- 



,y Google 



424 Archives of Diagnosis 

ference of temperature in the armpits amounted to as much as 1.5 
deg. C, the higher temperature being invariably obtained in the left 
axilla. This marked divergency may be explained by an angio- 
neurotic condition of the cutaneous vessels which may result from 
unilateral irritation of the sympathicus. Mill. 

The Neutrophile Blood-Picture in the Early Stage of Acute Appendicitis-^ 
R. KoTHE, Berliner klin, Woehenschr., 1908, No. 36. 

In acute appendicitis there ensues besides augmentation of 
leucocytes in the blood also a qualitative alteration of the neutrophile 
blood-picture as pointed out by Arneth. In all cases, which came to 
an examination, the number of mononuclear (young) neutrophiles, 
which amount normally to only 6 per cent, of the entire neutrophiles, 
was more or less increased. The increase was found to depend 
upon the severity of the infection and the pathological changes in 
the vermiform process and the peritoneum. Mill. 

The Clinical Bearing of Cutaneous Tenderness on Various Acute Abdom- 
inal Disorders, Especialljr Appendicitis — H. Robinson, Quarterly Jour. 
of Medicine, July, 1908. 

The author states that in diseases of the appendix or diseases 
originating there, cutaneous tenderness is sometimes present : most 
commonly in the skin innervated from the eleventh dorsal segment 
of the spinal cord, but also sometimes in the territory of the ninth, 
tenth and twelfth dorsal and possibly of the eighth oorsal and first 
lumbar segments. These areas 'of tenderness are most frequently in 
three forais, but they may be irregular and atypical altogether, (i) 
The largest area is in the form of a coniinuous band, corresponding 
roughly to the distribution of the whole of the sensorj- fibres ot 
the eleventh right dorsal segment. Beginning at the back close to 
the middle hne, the band slopes slightly downward. As it is fol- 
lowed around to the front, its lower edge just skirts the crest of 
the ilium and it ends in the hypogastrium. (2) Another area' is 
triangular, bounded below by Poupart's ligament, above by a line 
drawn out from the umbilicus and to the inner side by a vertical line 
just to the right of the middle hne. Its apex is at the anterior 
superior spine of the ilium. (3) The third form is a circular patch 
just below the centre of the line joining the anterior superior spine 
of t!ie ilium and the umbilicus. A patient displaying an area of 
superficial lendemcss of one of these three defined varieties, is in the 
majority of ca.'^es suffering of appendicitis. Nevertheless renal 
colic, perforated duodcn?! ulcer, intestinal colic and peritonitis may 
resemble appendicitis in this respect. Cutaneous tenderness is found 
as frequently in subsequent as well as in first attacks of appendicitis 
and may persist after all other signs of the disease have disappeared. 
It may varv in character or disappear altogether and may supervene 
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in a patient in whom it was not previously present. Cases of wide- 
spread peritonitis set up by appendicitis, may display large areas of 
cutaneous tenderness over the right side or over the whole of the 
abdomen. Sachs. 

Appendicitis in the Nursling— Bebkholz, Monatsschr. f. Kioderheilkunde, 
VII, No. 2. 

A case-history of a I2 months' old nursling, who was repeatedly 
ill with fever, restlessness, vomiting. Stool showed no peculiarities. 
After four or five days the usual healthy state had again set in. The 
rather indistinct attacks always started suddenly. During the at- 
tacks there were increased tension of the abclominal walls on the 
right side and a more pronounced pressure sensitiveness on the right 
than on the left side. The operation after an attack of ulcerative 
appendicitis confirmed the diagnosis. In all febrile affections in 
the nursling with a vague symptom -complex the possibility of appen- 
dicitis should be thought of. Zimmer. 

Enteromucorrhea of Nervous Origin — L. Cheinisse, La Semaine miA,, 
1908, No. 33. 

Enteromucorrhea of nervous origin is a rare affection. It may 
be differentiated from colica mucosa by the absence of pain. Besides 

the secretory disturbance there exists also a motor neurosis (spastic 
contraction) of the affected intestinal segment. Mill. 

Method for the Demonstration of Para^te Eggs in the Feces— W. Tele- 

UANN, Deutsche med. Wochenachr., 1908, No. 35. 

A small quantity of the feces is well shaken with ether and 
chemically pure hydrochloric acid { i : i ) until dissolved. The solu- 
tion is then centrifugated. The tube contains three distinct strata 
(according to the weight), uppermost the fats which are dissolved 
in the ether, in the middle the acid-solution with disintegrated bac- 
teria and fecal masses, while insoluble residual matter as cellulose 
and muscle fibres, and the parasite eggs are found in the lowest 
stratum. Mill. 

Character of the Stools, with Reference to the Intestinal Findings in the 

Diarriieal Affections of Infants— J. H. M. Knox, Jour. A. M. A., 

Oct. 17, 190a 

The absence of mucus from the diarrheal discharges of infants 
renders the presence of serious intestinal lesion improbable. Exten- 
sive changes may ensue in the wall of the intestine without macro- 
scopic amounts of blood in the discharges. The failure to recog- 
nize pus in the discharges with the naked eve does not preclude 
the possibility of extensive intestinal lesion. Blood and pus occur 
in the stools more frequently from the third to the sixth or eighth 
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week of the diarrheal affection than in the first weeks. Blood and 
pus are frequently found mingled in the same stool. Blood does 
not often appear alone, but pus alone is still less frequently observed 
in the discharges of infants. The occurrence of these substances 
points to probable thickening and infiltration or of ulceration of the 
mucosa especially of the large bowel. Western. 

Demonstration of Colonic Steno^B by the RBntgcn Rajrs— E. Schenck, 
Fortschr. d. Rontgenstrahlen, 1908, No. 5. 

While the bismuth meal gave no results, a stenosis of the colon, 
produced by a tumor, was detected by the X-rays after introduction 
into the colon through the rectum of a suspension of bismuth sub- 
nitrate 50 grams and bolus alba 150 grams. Mill. 
A Consideratioii of the Compensatory Diarrheas— Heinmch Sterk, Jour, 
A. M. A., Aug, 8, 1908. 

The author defines compensatory diarrhea as a phenomenon of 
varying degree and duration, apt to ensue and to return with more 
or less frequency in the course of systemic deterioration, and charac- 
terized by the diarrheal discharge of incompletely or perversely 
catabolized substances, or by that of catabolic products normally 
excreted by other emunctories. This definition excludes, therefore, 
all the diarrheal eliminations of food residues and the elements 
elaborated from the ingesta which have not been absorbed, and in- 
cludes the diarrheal excretion of normal and abnormal products of 
retrograde tissue metamorphosis. The evacuations in compensatory 
diarrhea, of course, consist, in addition to the catabolic material, 
of the accidental contents of the bowels. While by its nature a com- 
pensatory diarrhea is primarily always a functional occurrence, the 
catabolic substances excreted by it may give rise to intestinal lesions 
which in turn may prolong or intensify the diarrhea, or may occasion 
more or less severe attacks of watery evacuations of non-compensa- 
tory character. Thus, we frequently encounter in the intestines an 
apparcht anatomic substratum of a compensatory diarrhea which, 
however, is but the immediate result of the perverse elimination of 
a number of excrementitious substances, and therefore not the cause 
but the consequence of the assumption of intestinal compensatory 
activity. The author recognizes three general types of compensa- 
tory diarrheas, viz: First, diarrheas which are concomitant with de- 
ficient or perverse catabolic processes. Second, diarrheas which are 
the consequence of functional or structural disease of certain excre- 
tory organs. Third, diarrheas occurring during the period of 
physiologic systemic decline. This general prognostic axiom con- 
cerning the compensatorv diarrheas may be put forth. So long as 
a diarrheal process continues to compensate efficiently for loss of 
function of the skin, lungs, kidneys, and the organs of internal secre- 



,y Google 



Progress of Diagnosis and Prognosis 42;^ 

tion, or, in other words, so long as most of the effete and injurious 
material is removed from the organism by the medium of the bowels, 
the patient is in a satisfactory osmotic equilibrium and there is 
little immediate danger so far as life itself is concerned. On the 
other hand, the pathologic or artificial suppression of the diarrheal 
discharges may give occasion to grave symptoms and even cause 
death, in case the functionally deficient organs have not regained 
their activity meanwhile. A true compensatory diarrhea should not 
be interfered with unless there is sufficient evidence that the local- 
ized intestinal irritation and hyperemia unduly prolong the increased 
peristalsis. Inasmuch as a compensatory diarrhea is symptomatic 
of the insufficiency of excretory function in general, it indicates the 
points toward which treatment should be directed. Such treatment 
should tend to the stimulation of the catabolic processes and the 
regeneration of the climinative quahties of the skin, lungs and 
kidneys. Western. 

Chronic PancreathlB— J. B. Deaves, Jour A. M. A,, Aug. i, 1908. 

The symptoms of pancreatitis are caused in three ways, and may 
thus be divided into three groups : ( i ) Those depending on the local 
lesion, i.e., the local manifestations of disease in the upper abdomen. 
(2) Those coming as a result of the interference with pancreatic 
secretion, i.e., a form of indigestion. (3) Those depending on inter- 
ference with the internal secretion of the pancreas — shown princi- 
pally in the occurrence of diabetes and in the pancreatic reaction in 
the urine. The local symptoms are quite unimportant. The patient 
may at times complain of some epigastric pain, occasionally local- 
ized somewhat to either side of the median line. Tenderness may 
also be present in this locality. The presence of a tumor has been 
described by some, but the author has never been able to satisfy 
himself of the presence of this sign in chronic pancreatitis. Jaundice 
is a symptom often depending on local mechanical interference. It 
may even occur when the pancreatitis is not associated with gall- 
stone disease. At times the damming back of the bile will give rise 
to distention of the gall bladder, which organ may even become pal- 
pable. In these instances the symptom is more apt to confuse than 
to help us. as it would lead us to believe the condition to be pri- 
marily biliary. The digestive symptoms due to interference with 
the pancreatic secretion are of the utmost importance. The pa- 
tients often have anorexia, fulness in the epigastrium and eructa- 
tions of gas. Associated with these we often have diarrhea of an 
intermittent or continuous form, in which the stools are large and 
often grayish in color and contain an excess of free fat. This com- 
bination of such an indigestion with the local signs of a lesion in 
the upper abdomen should lead us to suspect a pancreatic condition 
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vous system. Abolition of the knee-jerks, followed by their exag- 
geration, coupled with ankle-clonus, and supported by the extensor 
type of plantar reflex form a combination which distinguishes genu- 
ine epilepsy from either hysteria or malingering. Though a patient 
suffering from paralysis entirely recovers, it cannot be said that 
this was hysterical if the paralysis was accompanied by the extensor 
type of plantar reflex, since recently it has been shown that in certain . 
types of disseminated sclerosis there is a time in the course of the 
malady when the lesion is of a kind that permits not only of the 
restitution of function but also of repair of structure. In the diag- 
nosis of one organic disease from another the reflexes are of great 
value. Exa^eration of the knee-jerk, exaggeration of the ankle- 
jerk and the extensor plantar reflex distinguish disseminated sclero- 
sis from tabes dorsalis, in which disease they are absent. The pres- 
ence of the aforementioned three reflexes in a case of atrophy of 
the small muscles of the hand indicate this atrophy to be due to 
a spinal-cord lesion: namely, amyotrophic laterosclerosis. In cases 
of disseminated sclerosis and cerebellar tumor difficult of diagnosis, 
the extensor type of plantar reflex is greatly in favor of the former 
disease, and although it may be present in the late stages of compli- 
cated cerebellar tumor, the absence of the superficial reflexes of the 
abdominal wall immediately indicate disseminated sclerosis. By 
changes in the reflexes we are able to localize the seat of the lesion. 
The abolition of the reflexes which corresponds to certain segments 
of the cord, the escape of all the reflexes above this level and exag- 
geration or other modifications below it determines the position of 
a focal lesion in the cord. In localizing lesions of the frontal lobe, 
unilateral exaggeration of the knee-jerk or the appearance of uni- 
lateral ankle-clonus is of especial value. In tumors of the pons and 
cerebellum the time of their alteration is of decided significance. 
When these reflexes appear early in the course of the disease, it 
speaks in favor of a pons tumor, while their late appearance indi- 
cates cerebellar tumor. The knee-jerk in these cases is not of as- 
sistance, but alterations of the other reflexes aid us materially. In 
estimating the extent and severity of the lesions, we must remember 
that a very limited lesion may give rise to marked alteration in re- 
flexes, and vice versa. The severity of transver'se lesions of the 
spinal cord is well shown when the reflexes are abolished and do 
not return, S.achs. 

A New Sign for th« Detection of Malingering and Functional Paresis 

of the Lo«rer Eztremitiea — C. F. Hoover, Jour. A. M. A., Aug. ag, 1908. 

If a normal person, lying on a couch in the dorsal position, be 

asked to lift the right foot off the couch with the leg extended, the 

left heel will be observed to dig into the couch as the right leg and 
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thigh are elevated. If you place your hand under the tendo Achillis 
of the left side and sense the muscular resistance offered by the left 
leg. you will observe that the left heel is pressed on to the couch 
with the same force which is exliibited in lifting the right leg off 
the couch. In other words, the left heel is employed to fix a point 
of opposition against the couch during the effort at lifting the right 
leg. This will always occur if the healthy person makes a free and 
uninhibited effort to lift the right leg. Of course the opposition of- 
fered by the other leg is not essential to a successful elevation of 
one leg, but if a free effort of the will is made (no matter how slight 
the effort) the point of opposition made with the leg of the other 
side is invariably present unless some inhibitory impulse be sent 
to the opposing leg. If the movements are carried out in the reverse 
order the same principle holds true, i.e., if a normal person be 
requested to press the right leg against the surface of the couch 
there will be a counter-lifting force exhibited in the left leg. If 
a patient suffering from hemiplegia or monoplegia of a leg be re- 
quested to lift the extended and paretic leg off the couch it will be 
observed that the other leg offers the opposition above described 
whether there is any voluntary muscular strength exhibited or not 
on the affected side. If the hemiparetic patient is asked to lift the 
normal leg off the couch against resistance he will exhibit an oppo- 
sition with the paretic leg which is directly proportional to the vol- 
untary muscular strength he is able to employ when a display of 
voluntary muscular power in the paretic leg is exacted. Western. 

Contribution to the DtseaseB of the Conua Hedullaria— S. S. Rabimo- 
wiTSCH, Berliner Klin. Wochenschr., 1908, No. 35. 

A man, 35 years old, exhibited after a cold the following symp- 
toms : Anesthesia of urethra and rectum ; loss of innervation of blad- 
der and rectum (involuntary discharge of urine and feces) ; sexual 
impotence; anesthesia of genitals, perineum, ano-coccygeal and 
neighboring regions. Finally loss of right tendon Achilles reflex. 

Mill. 

Hjasthcnia Gravis Pseudoparalytic a— G. Marinesco, La Semaine med., 
1908, No. 36. 

Myasthenia is clinically characterized by fatigue and exhaus- 
tion of the patient when making voluntary movements. The mus- 
cles especially involved are those which are supplied by the follow- 
ing nerves, viz., trigeminus, facial, glossopharyngeal, vagus and 
hypoglossus. Of chemical importance is the insufficiency of the oxy- 
dation processes, which results in the occurrence of intermediary 
products of metabolism, disturbance of the chemical constitution of 
the muscle and augmentation of the urinary N. excretion. Mill. 
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Acute Multiple SclerowB— H. Koch, Wiener klin. Rundschau, 1908, 
Nos. 34 and 35- 

A case-history interesting on account of its clinical symptom- 
compleXj which was that of myelitis while the necropsy demon- 
strated with certainty acute multiple sclerosis. Mill. 

Acute Ascending Lethal Paralysii after Antirabietic Treatment— V. 
Babesch and T. MmoMESCU, Romania med., 1908, Nos. 6 and 7. 

As a consequence of antirabietic treatment myelitis of lethal 
termination may ensue. The affection is considered a rabies infec- 
tion which has been attenuated by the treatment. A close investi- 
gation of the pertaining instances shows, however, that it is not 
rabies but probably an intoxication due to the antirabietic toxin, 
the appearance of which has been made possible by a peculiar pre- 
disposition of the organism, to which very likely the myelitic symp- 
toms and the death of the individual have to be ascribed. To con- 
firm their opinion the authors report the following case of a woman, 
40 years old, who was bitten by a mad dog. On the fifteenth day 
of the antirabietic treatment there occurred paralyses of the lower 
extremities which rapidly progressed upward and were followed 
by death within a short time. The necropsy showed edema of the 
meninges and the brain and especially extended degeneration and 
liquidity of the entire lumbar and lower dorsal spinal marrow. Be- 
sides, there were nephritic manifestations. Vaccinations with por- 
tions of the spinal marrow did not produce any disturbance of health 
in rabbits. Zimmer. 

Volknuuin's Ischemic Paralyiii — A. S. Tavlor, Annals o( Surgery, 
Sept., 1908. 

Ischemic paralysis first described by Volkmann in 1880-81, 
is a comparatively rare lesion if one is to judge by the small num- 
ber of cases in the literature. In 1904 Schramm could collect only 
27 cases. In 1907 Powers collected 52 cases, to which the writer 
adds 6 cases from recent literature and one persona! case. In all 
but two of the 59 cases the forearm was involved (flexor muscles). 
The other two occurred in the flexors of the leg and foot. The great 
majority of cases occurred in children from three to twelve years old. 
The underlying cause in all these cases is ischemia, which may be 
induced by direct compression of the vessels and muscles or by 
contusion, laceration, thrombosis or embolism of the vessels. These 
factors may be more or less combined. At least 80 per cent, of the 
cases reported followed fractures where the splints or plaster ban- 
dages have been too firmly applied. Complete ischemia persisting 
for more than six hours is almost sure to be followed by serious con- 
tracture. When after the application of firm dressings to a frac- 
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tured extremity, there appear rapicllv and simultaneously, pain. 
swelling, discoloration, flexion-contracture of fingers and wrist, with 
loss of power to extend them either actively or passively, ischemic 
paralysis is present. Paralysis due to nerve injury is very different. 
Here the muscles are flaccid, and permit passive motion through the 
full range and contracture, when it does occur, is late in appearing 
and slow in development. The characteristic features then of 
ischemic paralysis are the rapid and simultaneous onset of loss of 
function, flexor-contracture, and rigid resistance to passive extension. 

Page. 
Contribution to Juvenile Ataxia— W. Pesca, Wiener med. Wochcnschr., 

1908, No. 34^ 

In a five-year-old girl, free from hereditary taint, author ob- 
served after an attack of initial vomiting, which ceased after some 
time, tremor of the extremities, and soon afterward ataxia and 
nystagmus and exaggeration of the patellar reflexes. The ataxia 
affected all the four extremities, but was ameliorated to the extent 
that nothing remained but a vacillating and unsteady gait. There 
were no other changes in the nerves and muscles. Author thinks 
the case was one of encephalomyelitis disseminata, an affection which 
may be the beginning of a multiple sclerosis. Mill, 

Gastric CriKs of the Tabetic— P. A. Ostankow, Praktitscheski Wratsch, 

igo8. No. 16. 

Gastric crises are occasionally the result of the cumulative ac- 
tion of morphin in the organism and have to be looked upon as 
a reaction on the part of the organism to the chronic morphin poi- 
soning. This fact has been known for some time and it has a distinct 
bearing upon the production of the gastric crises in tabetics. Von 
Leyden in his book on tabes has already stated that intensity and 
tendency to recurrence of gastric crises may be increased when the 
individual is under the influence of morphin. Withdrawing of this 
drug has even brought about considerable improvement of patients 
who had been subject to violent gastric crises. The patient who 
was under the observation of the author was affected with ataxia 
and lancinating pains which were not in the least improved by any 
of the methods employed. There had been no gastric crises before 
morphin was resorted to. In the course of time the patient became 
more and more accustomed to fhe morphin. After two years of 
continuous morphin administration the patient had no pain-free 
intervals any more. Soon attacks of vomiting and gastric crises in- 
creasing in frequency, supervened. Withdrawal of the morphin 
with the patient's consent called forth a decided diminution in the 
frequency of the gastric crises. While these ensued during the mor- 
phin period every 12 to 15 days, they occurred as rarely as once in 
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several months when the patient was no longer under the infiuence 
of morphin. Finally, when the influence of the cumulative action 
of the morphin had entirely ceased, and when no morphin at all 
was administered, the gastric crises disappeared entirely. Zimmer. 
Mental Disturbances in Cerebral Sfpbilia — Birnbaum, Allgemeine 
Zeitschr, f. Psychiatric. 1908, No. 4. 

Description of five cases of positive syphilitic infection caus- 
ing arteriosclerosis and, at a rather early age (between the thirty- 
fifth and forty-first year of life), dementia. Mill. 
Prognosis of Dementia Precox— E. Zabloka, Allgemeine Zeitschr. f. 
Psychiatric, 1908, No. 4. 

A review of 500 cases of dementia precox from the statistics 
of the asylum Biirgholzli near Zurich. About 60 per cent, of all 
cases after the first attack are slightly, and 22 per cent, decidedly de- 
mented. The catatonic f(3rm oiTers tlie least favorable prognosis. 
Cases with acute onset may return after the first attack to the status 
quo ante. On the other hand, cases with slow onset, and those aris- 
ing in individuals with abnonnal mental characteristics, terminate 
unfavorably. Bcxlily condition, age, lues, etc., are of little moment 
for the prognosis. Mill. 

URINARY ORGANS— MALE GENITALIA 

A Simple Method of Urine Segregation— P. MOllek, Folia urologica, 

1908, No. 7. 

The urine of one kidney may be obtained separately when the 
ureter of the other kidney is compressed through the abdominal wall 
exactly on the spot where it lies in proximity to the psoas muscle, 
laterally from the last lumbar vertebra. The method is executed 
by placing the patient in the horizontal position with slightly elevated 
pelvis, and by forceful and unifonn pressure upon the designated 
spot by means of a tightly rolled elastic bandage or an elastic piece 
of rubber to which is attached a handle. The compression should 
be continued for from 20 to 30 minutes, and should be performed 
in perpendicular direction. The bladder must be previously 
thoroughly irrigated, and it is best to continue the irrigation until the 
compression is well under wfiy. The bowels should be emptied be- 
fore the procedure is performed. Anesthesia is as a rule not neces- 
sary. Western. 
Phloridrin Test and Diagnosis of Renal Function— Blum and Prigl, 

Wiener klin. Wochenschr., 1908, No. 22. 

The excretion of sugar after the injection of phloridzin is no 



,y Google 



Progress of Diagnosis and Prognosis 435 

absolute proof of the physiological functional activity of a kidney. 
The appearance of sugar 15 minutes after the injection of phloridzin, 
which is supposed to be the normal period after which the glycosuria 
should ensue, is no indication for the anatomical or functional 
soundness of the kidneys. Again, retardation of the glycosuria is 
also not a positive symptom of an anatomical or functional lesion 
of the renal organs. While the "time method" is of little value, the 
comparative quantitative method as advocated by Casper and Rich- 
ter is quite useful. The diseased kidney excretes as a rule absolutely 
and relatively less sugar than the sound one. However, this method 
becomes only of practical value when the results obtained by it are 
confirmed by the chemical and microscopical findings of the synchro- 
nously obtained secretions of both kidneys. Western. 

Diagnosis of Urinary Tuberculosis in Children— C A. Leedhau Green, 
British Jour. Children's Diseases, Sept., 1908. 

Urinarj- tuberculosis in children is exceedingly common and, 
when recognized early and the primary focus removed, of dis- 
tinctly good prognosis. Recent investigations show that tuberculosis 
affecting the urinary tract almost invariably begins in one of the 
kidneys from whence it spreads to the bladder. The task of diag- 
nosis in a suspected case of urinary tuberculosis is twofold, (i) 
The definite proof that the disease is tubercular, and (2), the detec- 
tion of the primary focus of the trouble and the extent to which the 
disease has spread. Kapsammer examined the post-mortem records 
for ten years of the Vienna General Hospital and found that of 191 
cases of tuberculosis of the kidneys, only 2 had been rightly diag- 
nosed during life, 4 wrongly so, and 185 not diagnosed at all. It 
is important that attention should be given to the slightest disturb- 
ance, be it discomfort or undue frequency of urination. The routine 
examination of the urine should include a bacteriological examina- 
tion. The systematic examination of the urine of all patients alTected 
with albuminuria, irrespective of the presence of blood or pus, will 
reveal the presence of tubercle bacilli in 80 per cent, of the cases. 
If in spite of repeated examinations no tubercle bacilli are found 
in the urine, resort should be taken to intraperitoneal injections of 
the urine into guinea pigs; to the estimation of the opsonic index 
of the blood, and to the conjunctival or cutaneous tuberculin reac- 
tion. Having found tubercle bacilli in the urine, or being otherwise 
satisfied that the suspicion of tuberculosis of the urinary organs is 
justified, the next step to be taken is the possible detection of the 
primary focus and the determination of the extent of the disease. It 
must now be determined fi) whether the bladder is involved and 
if so, to what extent, and (2) what is the condition of each kidney? 
The state of the ureters should also be determined. In tuberculosis 
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of the kidney the children usually complain of pain on pressure over 
the course of the ureter, especially at the hilum of the kidney and at 
the ureter's entrance into the bladder. If the ureter is tubercular, 
it is felt as a rtird-likc structure by a finger inserted into the rectum 
or vagina. The cystoscope offers the best method of examination 
and in children an instrument 14 or 15 French scale may be used. 
In advanced ca.ses when the bladder is infected, ulcers may be seen 
on its wall. In the early stages, the bladder may be quite free, but 
the opening of the ureters shows hyperemia, edema, gaping or retrac- 
tion. A valuable adjunct to the simnle cystoscopic examination is 
the so-called chromo-cystoscopy, which consists in the observation 
(by means of a cystoscope) of the excretion through the ureters 
of a pigment injected subcutaneously. If there be any mechanical 
or functional interference with the excretion of the urine, then the 
coloring matter will not appear readily in the urine, or it will be 
diminished in amount, or be absent altogether. Sachs. 

Granular Kidney— W. B, Wahmngton, The Lancet, Aug. 23, 1908. 

There are four cardinal symptoms on which must be based the 
diagnosis of granular kidney: (i) cardiovascular changes, (2) eye 
changes, (3) manifestations of chronic or acute renal toxemia, {4) 
the condition of the urine. The examination of the eye may permit 
a definite diagnosis of a puzzling case of the affection. The chronic 
states of toxemia may lead to errors in diagnosis. Western. 

Stone, Tuberculous of the Kidney and Perinephric Abscesi— G. T. 
Vaucha'n, Annals of Surgery, June, 1908. 

The symptoms of stone in the kidney are due to infection or 
the mechanical action of the stone, the most reliable being pain ; the 
pain, aggravated by motion, is felt in the lumbar region and may ex- 
tend along the ureter to the bladder, penis, testicle, thigh, foot, or 
may be referred to the sound kidney. Palpation or percussion over 
the kidney may cause pain. Renal colic may end by the stone pass- 
ing into the bladder, dropping back into the kidney or becoming 
impacted in the ureter — the point of impaction being indicated at 
times by pain and tenderness. Blood, pus or gravel may appear in 
the urine and ohguria or suppression of urine may occur. The 
cystoscope and Rontgen ray are of great value in making the diag- 
nosis. Phloridzin and cryoscopy may be used to test the functional 
activity of the kidneys. Tuberculosis of the kidney is in the ma- 
jority of cases secondary to tuberculous foci in other parts of the 
body; it is primary in about 15 per cent, of cases, is often unilateral 
and is usually of hematogenous origin. Rarriy it is secondary to 
tuberculosis of the bladder. Trauma, stone, gonorrhea and other 
inflammations predispose to it. The disease is more common in 
1 between the ages of 20 to 45 and the ureter is affected in 10 
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to 15 per cent, of the cases. Polyuria in the earliest stage, then blood 
and pus are found in the urine ; the former usually in small quantity 
and intermittent; the latter usually early, constant and abundant. 
Painful and frequent micturition with tenesmus, varying in degree 
and frequency ; vesical ulcers may be seen by the cystoscope. There 
are usually pain and tenderness in the kidney and enlargement on- 
palpation. The principal general symptoms are chiHs, fever, sweats, 
emaciation, vomiting and uremia. Perinephric abscess is the result 
of the infection of the tissues immediately surrounding the kidney 
and is generally secondary to infection of the kidney or some more 
distant organ, as the appendix, gall-hladder, lung, pleura, intestines 
or bones. The symptoms are often obscured by those of the primary 
disease, but the most common are pain, tenderness, chill, fever, 
sweats and a palpable mass in the region of the kidney. The pus 
may break into other organs or may point externally in Petit's 
triangle. Page. 

Sub-Teinponl Decoinpression in a Case of Chronic Nephritis with 
Uremia; with Especial Consideration of the Neuroretinal Lesion— 
H. Gushing and J. Bordley Jr., Ant. Jour. Med. Sciences, Oct., 1908. 

An extended review of a case of chronic nephritis with uremia 
in which a sub-temporal decompressive operation was made, with 
marked transient relief of the cerebral symptoms and neuroretinal 
changes. The case ultimately having a fatal termination the com- 
plete autopsy and patholc^cal reports make it of unusual value. 
The trend of the author's comments seems to lean strongly to the 
theory of edema of the brain (Traubes hypothesis) as being a potent 
etiolc^cal factor in the neuroretinal changes, as well as the con- 
vulsions, coma and other symptoms. The intercurrent cerebral 
hemorrhage was, as the authors state, probably masked by the 
previous operation relieving the tension symptoms, which would 
otherwise have been more marked. Page. 



FEMALE ORGANS OF GENERATION— PREGNANCY- 
PART URITION— IN FANTS 

Genital Tuberculosis— A. Maktin, Jour. A. M. A., Sept. 19, 1908. 

As to the prognosis of the especially diseased parts of the geni- 
tal organs, our means of attack are not yet powerful enough to allow 
us to give the prognosis as absolutely favorable. In any case we 
are not ensured against the outcropping of tuberculosis in any other 
part, in the organs of respiration and digestion, bones, joints, skin 
and elsewhere. Western. 
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Perforative Appendicitis Complicating Pregnattcjr— E. A. Bablee, Jour. 

A. M. A^ Oct. 17, 1908. 

Careful study of the previous history and of the mode of onset 
of the present attack, combined with a thorough examination, will 
usually eliminate error. Ureteritis and pyelitis should be borne in 
mind in the differential diagnosis. In pyelitis the lumbar pain, fre- 
quent micturition, pus in the urine, the daily chill followed by high 
temperature, the marked tenderness in the region of the kidney and 
along the course of the ureter, and the absence of rigidity of the 
right rectus and point tenderness suffice to guide correctly. When 
the symptoms of appendicitis appear during the puerperium, dif- 
ficulty in reaching a correct diagnosis may be met. In septicemia 
a chill seldom appears before the third day after delivery, while in 
perforative appendicitis or in ruptured appendical abscess the patient 
may experience a chill on the day of the delivery or the following 
day. The character of the lochia, the previous history, the mode 
of onset, the muscular rigidity and the findings in general will suf- 
fice to guide to the appendix. Page. 
Clinical and Bacteriological Studiei of Puerperal Fever— -F, Frome, 

Archiv f. Gynakologie, 1908, No. 33. 

Investigations concerning the connection of the streptococcus 
with puerperal fever, especially the hemolysis of the streptococcus 
in the various forms of the affection and in the healthy woman. A 
good prognosis can be given in puerperal fever when the secretion 
of the uterus contains all types of saprophytes and the blood is 
sterile. The prognosis becomes doubtful if the streptococci pre- 
dominate or if they are hemolytic. The prognosis is very grave 
when the streptococci appear in the blood in large numbers and 
have been repeatedly demonstrated therein. Mill, 
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' IBibliograptiP 

A MANUAL OF CLINICAL DIAGNOSIS. By James Campbell Todd, 
M.D., Associate Professor of Pathology, Denver and Gross College 
of Medicine (University of Denver); Pathologist and Clinical Micro- 
scopist to Mercy, St, Anthony's, and the Denver City and County 
Hospitals. Philadelphia and London: W. B. Saunders Company, 1908. 
The excellent way in which the subject-matter in this little book 
is dealt with, must serve as a justification for its publication, since 
it contains nothing that is new. The book of 319 pages is called 
a manual, but, in reality, it is a guide for work in the clinical labora- 
tory. 

Nearly all the illustrations, of which there are 131 in the text 
and 10 colored plates, are old friends and have done duty on other 
occasions. It certainly would not be considered amiss if the figures 
in some of the illustrations would be shifted around, so as to make 
their immediate identification by a cursory glance a somewhat more 
difficult matter. Moreover, many of the drawings are accredited 
to authors on whose soil they have not primarily sprouted, and thus 
the matter of illustrations becomes a case of "the hand that shook the 
hand of John L. Sullivan." 

In spite of the entire absence of originality, the conciseness, suc- 
cinctness and handiness of this little compendium, commends it alike 
to student and practitioner. H. S. 

THE OPERATIONS OF SURGERY. By Jacobson and Rowlands. 
Vol. I. Upper Extremity, Head, Neck and Thorax. Vol. II. Abdomen, 
Lower Extremity and Spine. Philadelphia : F. Blakiston's Son & Co., 
1908. 

The appearance rf)f the fifth edition of this work, especially 
since it is now brought up to date, thoroughly accords with the 
surgical practice in this country and unstintedly recognizes the work 
done by American surgeons, will be heartily welcomed by many 
a practitioner who is oft-times called upon to resort to the knife. 

For twenty years this work has been friend, councillor and guide 
to many of us. I do not know of any other work in this or another 
language that is so thorough and complete an expos^ of the science 
and art of operative surgery. It is a book so lucid, so complete 
in every detail and so well balanced that it enables any one possessing 
the slightest surgical instinct to master the details of an operation 
and proceed to operate. 

This work can be warmly commended not only to the interne 
and surgeon with hospital facilities at hand, but also to the man 
lacking these advantages, and who when forced by emergency to 
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operate, is left entirely dependent Upon his own resources. To the 
latter it will prove an invaluable boon, and become a trustworthy 
friend. K. B. P. 

DISEASES OF THE BREAST. IVilh Special Reference to Cancer. By 
William L. Rodman, M.D., LL.D. 69 Plates, 12 of which are in Colors, 

and 42 other Itlustrations, Philadelphia : F. Blakiston's Son & Co., 1906. 

A fair and just critic of this book involves its consideration 
from two points of view. If addressed to the profession at large 
it is a. complete and intelligent presentation of the literature on the 
subject; viewed, however, from the standpoint of the professional 
surgeon, it offers so little that is not found in the older works that 
the publication of this book seems entirely superfluous. K. B, P. 
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